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The APICAL IMPLANT 


as a Monotooth Splint 


GEORGE D. PARKER, D.M.D., Denver 


DIGEST 

This illustrated report on the ap- 
plication of a precast surgical 
Vitallium® apical implant was 
motivated by the many problems 
presented by patients. The ne- 
cessity for immediate dental 
treatment is not new but the so- 
cial and economic factors of the 
modern world have drastically 
changed dental techniques. Pres- 
ent day requirements in dentistry 
point to the time when the pa- 
tient will not permit the loss of 
a tooth in the “visible’’ dentition 
for a period longer than the den- 
tal appointment itself. This ar- 
ticle discusses the efficacy of a 
synthetic apex attached to a 
tooth, the root of which is partly 
natural and partly synthetic and 
presents in detail the procedure 
used in the application of the 
im plant. 


General Considerations 

The implant used is simple in design, 
resembling the end of an ordinary 
wood screw with a root canal exten- 
sion. The extension of the implant is 
cemented in the root canal of the 
amputated root of the natural tooth, 
either in situ during apicoectomy, or 
it is placed before replantation. The 
precasting of different sized implants 
assures immediate availability and 
eliminates time-consuming impression 
procedures. 

Sources of Success—It is common 
for failures of any operative proce- 
dure to be attributed to the inade- 
quacies of a material used. Usually, 
however, failures result from the im- 
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proper use of the material. It is im- 
perative, therefore, that the utmost at- 
tention be paid to (1) diagnosis, (2) 
the material itself, and (3) the opera- 
tive techniques involved. 

Control of Infection—In the past 
fifteen years dramatic advances have 
been made in the control of infection, 
first by the sulfonamide group of 
drugs and later by the various anti- 
biotics. Successful surgical operations 
about the jaws, which formerly would 


have resulted in failure, are now be- 


coming commonplace with the aid of 
these agents. 


Application of 
Metal Implants 

The principles of metal implanta- 
tion in tissue originated in the need 
for improved methods in the reduc- 
tion and fixation of fractures. The 
apical implant is a tissue-tolerant al- 
loy consisting of cobalt, chromium, 
and molybdenum. 

The Metal Employed—Vitallium® 
has been used with notable success in 
thousands of surgical operations since 
1936. The metal is implanted per- 
manently in the human tissue. It is 
inert, nonirritating, and strong. 

Functions of Implant—(1) The 
apical implant functions as a com- 
pletely intraosseous synthetic apex or 
splint. } 

(2) The implantation does not re- 
place the entire root in the alveolus 
but is an integral part of the natural 
tooth in the jaw bone. 

(3) Its use may be temporary or 
permanent. When placed during api- 
coectomy the implant acts as a perm- 
anent intraosseous splint. 


(4) When used in the replantation 
technique the implant acts only as a 
retentive intraosseous splint elimin- 
ating the need of a multitooth splint. 

Common Purpose—The purpose of 
replants, implants, and bone grafts is 
the same: they are used (1) to restore 
function, or (2) to improve an es- 
thetic deficiency, or both. 

An Autogenous Graft—A tooth re- 
plant is in reality an autogenous graft. 
It is an almost perfect graft because 
it needs no alteration or preparation 
for a different location. The biologic 
responses of the replanted tooth tend 
to support this hypothesis. 

Biologic Responses—The tooth may 
undergo absorption or ankylosis. 
These are phases of the same biologic 
process which is normal to bone and 
apparently to most replanted teeth. 
The functions of the component tis- 
sues of the periodontal membrane are 
not completely understood. 

Changes after Replantation—Or- 
ban! points out significant elements 
which may account for changes fol- 
lowing replantation: “The biologic 
difference between the cementum 
(continuous apposition) and the bone 
{alternating resorption and forma- 
tion) may be due to the function of 
this epithelial network . . . It has often 
been observed that teeth, once extract- 
ed and replanted, become ankylosed. 
This means that the tooth, as such, 
has lost its organ character and the 
surrounding tissue reacts to the re- 
planted tooth just as it would to a bone 
implant. The biologic reaction may 
be caused by the absence of the epi- 
thelial network in the periodontal 
membrane which: was lost in the act 
of extraction.” ~ 


. ¢ 
, . 





Orban, Balint: The Epithelial Network in the 
— Membrane, JADA 44:632-635 (June) 
1952. | 
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1, Precast Vitallium® apical implant. 

Time Required for Resorption 
VYaries—It is impossible to estimate 
accurately the time element of the 
root resorption process of a replanted 
tooth. The author has found that the 
root resorption process in most adults 
requires a period of at least two to 
three years. 

Experiments with Entire Root— 
Attempts have recently been made to 
replace the entire root of a tooth with 
various types of implants of different 
designs. The purpose of these types 
of implants has been to support an 
artificial crown. In general, these im- 
plants have been failures. Bone ab- 
sorption has occurred in place of an- 
ticipated osteoblastic proliferation. 
Conservative apicoectomy, however, 
enjoys a record of remarkable success. 

Increased Function Induces Bone 
Response—The dividing line of phys- 
iologic osteoblastic response and trau- 
matic absorption is a subject of acute 
interest and debate. According to 
Bohlman,? “Gradually increased func- 
tion enhances bone response. Too 
great loads per unit of weight-bearing 
area produce bone necrosis or absorp- 
tion; the cutoff point between absorp- 
tion and of tolerance and prolifera- 
tion is not known. It may depend to 
some extent on age and nutrition.” 


Replantation of 
Natural Teeth 
There are numerous reports of suc- 
cessful replantation of the natural 
tooth after total luxation. Most of 
these reports have been accident cases 
and the following measures are taken: 
l. The pulp and root canal tissue 


——e 


*Bohiman, H. R.: Replacement Reconstruction 
ee Hip, Am. J. Surg. 84: 268-278 (Sept.) 
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2. Maxillary central incisor. 


is removed and cleansed through a 
lingual opening. 

2. Some operators lay back a flap 
and establish a vent from the apex of 
the alveolus through the labial plate 
to eliminate hydraulic pressure within 
the alveolus. 

3. Some method of temporary im- 
mobilization is usually applied. 

Prognosis has been favorable in 
many cases. These accident replanta- 





4. Implant placed in position in maxil- 


lary central incisor. 


tion reports are not common but they 
are spectacular. 


The Peripical Abscess 
Syndrome 

The hazards of erroneous diagnosis 
complicate the treatment of any dis- 
order. Many teeth are extracted be- 
cause there is no diagnosis at all, the 
dentist relying solely upon the sub- 
jective complaint of the patient. 

Diagnostic Aid—Objective findings 
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3. Root end of maxillary central in- 
cisor amputated, 


clearly separate the acute and chronic 
periapical abscess. The x-ray exam- 
ination is an efficient diagnostic aid 
along with the patient’s complaint of 
soreness to percussion and intermit- 
tent pain. There is no reaction to the 
electric pulp test. 

Location of Involved Tooth Im- 
portant—Interest is now centered in 
the location of the particular tooth in- 
volved and the amount of periapical 
destruction. A brief case history winds 
up the pertinent information needed 
to prescribe treatment. 


Treatment of the Chronic 
Apical Abscess Syndrome 
At present, depending upon the 
diagnosis, there are three general 
methods of treatment: (1) Extraction. 
(2) Endodontics. (3) Apicoectomy. 
A better classification might be sur- 
gical and nonsurgical intervention. 
Extraction—When a _ permanent 
tooth is extracted and discarded the 
patient suffers a total loss. 
Endodontic Methods — Notable 
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strides have been made toward per- 
fecting endodontic methods in recent 
years, but many operators have 
searched for more promising avenues 
of approach. Endodontic treatment, 
at its best, is limited in application 
and is time consuming. The prognosis 
is not always encouraging. 

Apicoectomy—This method is re- 
spected by many. It has succeeded 
when endodontic treatment has failed 
due to periapical complications. 

Bone Destruction May Heal: Kron- 
feld® states “Clinically, it is well 
known that large areas of bone de- 
struction around the apex of an in- 
fected pulpless tooth may heal com- 
pletely after the root end has been 
resected and the pulp canal filled. All 
these clinically successful cases 
showed a normal uninflamed perio- 
dontal membrane and deposition of 
cementum upon the resected dentin 
surface.” 

Limitations: Apicoectomy also has 
limitations. Location and anatomic 
factors such as the maxillary sinus 
and mandibular canal often determine 
the practicability of the operation. 


Selection of Patients 
for Apical Implant 

The patients selected for implanta- 
tion were young (between 14 and 40) 
and in general good health. There was 
no history of organic disease interfer- 
ing with normal metabolism. Occlu- 
sion and oral hygiene were average. 
Most patients selected for replanta- 
tion presented with the chronic apical 
abscess syndrome described. 

Antibiotics Administered—All pa- 
tients received a prophylactic intra- 
muscular injection of 600,000 units 
of Bicillin® or other antibiotic at the 
time of operation. The postoperative 
course was followed by regular exam- 
inations with radiographs. 

Two Types of Cases Represented— 
The implant was used in two types of 
cases, both of which are one-visit 
operations: 

1. Insertion following amputation 
of root in situ. 

2. Replantation of a tooth with the 
implant into the alveolus from which 


SKronfeld, Rudolf: Histopathology of the 


Teeth, Philadelphia, Lea & Febiger, 1933, pp. 
200-201, 
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5. Extensive periapical destruction of 
central incisor. 





G. Implant in place two years follow- 
ing apicoectomy. No symptoms or mo- 
bility. 





47. Periapical abscess of first bicuspid. 





$. Tooth extracted prior to replanta- 
tion. 





9. Replanted tooth two years later 
showing root resorption. No symptoms 
and tooth firm in jaw bone. 





it has been removed by accident or ex. 
traction. 


Insertion of Apical Implant 
After Apicoectomy— 
Operative Technique 

When more than one-third of a root 
is removed during apjcoectomy, func. 
tional retention may be jeopardized. 
The excessive periapical destruction 
of these cases offers excellent oppor- 
tunity for placement of the implant 
with little or no removal of bone. The 
implant occupies part of the area of 
bony destruction. It is, therefore, a 
relatively simple procedure to insert 
the stem of the implant into the root 
canal after amputation. 

Method—1. Enlargement of the 
canal and removal of the contents are 
accomplished through a lingual open- 
ing in the crown. 

2. The stem furnishes part of the 
root canal filling, and there should 
be a good seal at the canal opening. 

3. It is not necessary that the base 
of the implant be the exact shape of 
the amputated root end. Normally, 
cementum will be deposited on the 
uncovered surface. 

4. It is important to seat the im- 
plant so that all of it is inside the 
contour of the cortical plate, thus fa- 
cilitating regeneration of the plate. 

d. In maxillary incisors it often is 
necessary to place a slight bend in the 
stem at the base of the implant. 

6. If the implant extends too far 
out from the contour, a permanent 
fistula will probably result. 

Regeneration of Bone Requires 
Time—One disadvantage of apicoec- 
tomy is that it requires a long period 
of time for complete regeneration of 
bone. The implant does not compli- 
cate this normal long postoperative 
healing process. As the process of re- 
generation continues, lamellated bone 
forms around the implant, stabilizing 
the tooth in the alveolar bone. 


Replantation Using the 
Apical Implant 

The intelligent patient does not en- 
joy the prospect of the extraction and 
loss of a tooth. Conventional practice, 
however, often dictates such a loss. 
Root canal treatment may be ruled 
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out because of periapical destruction. 
Apicoectomy may be precluded be- 
cause of proximity to the maxillary 
sinus or the mandibular canal. Many 
patients resent being told there is 
nothing that can be done. Patients 
with the chronic apical abscess syn- 
drome require many appointments 
and present many problems. An at- 
tempt to retain the tooth would seem 
to be thoroughly justified. 

Procedure Uncomplicated—Replan- 
tation of a tooth using an apical im- 
plant is a relatively simple procedure: 

1. The involved tooth is extracted 
with caution to minimize trauma and 
prevent fracture of the cortical plate. 

2. Maxillary molars were excluded 
from the trials for anatomic reasons. 
For the same reasons, only one im- 
plant may be placed on the maxillary 
first bicuspid, leaving the other root 
amputated. 

3. All details of the operation are 
performed in as nearly an aseptic 
manner as possible. 

Laboratory Diagnosis—The tooth 
is taken to the laboratory for prepara- 
tion. An apical bacterial smear may 
be taken for pathologic diagnosis and 
antibiotic spectrum analysis. Restora- 
tions not involving contact points may 
he placed. 

Steps in Procedure—l. A suitable 
implant is selected. The selection is 
based upon the size of the root, the 
level of amputation, and proximity to 
the maxillary sinus or mandibular 
canal, 

2. If no interference exists, the 
overall length of tooth plus the im- 
plant should exceed by 2 to 5 milli- 
meters the overall length of the ex- 
tracted tooth. This factor eliminates 
the need of the usual multitooth 
acrylic splint. 

3. The root is amputated at the cal- 
culated level. It is not necessary to 
make a lingual opening through the 
crown. All reaming and cleaning can 
be done through the canal opening 
after amputation. 

4. The implant is placed in position 
using dental cement. Gutta-percha is 
hot satisfactory because of its elas- 
ticity. 

9. Cement may be placed in a used 
procaine carpule by removing the 
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10. Implant in place one year following apicoectomy. No symptoms or mobility. 





rubber tip. It may then be delivered 
into the canal opening with an 18- 
gauge needle or may be delivered by 
reverse action of a reamer. 

6. After the cement has hardened, 
remove any debris on the root gently 
with a sponge soaked in normal saline 
solution. 

7. The implant should be sterilized 
before use, but the tooth portion is 
not sterilized and remains in normal 
saline solution awaiting replantation. 

Replantation Procedure — During 
the interim the patient keeps the 
mouth open with the saliva ejector 
in place. The periapical area of the 
alveolus is now curetted to remove 
any diseased tissue. A surgical bur, 
smaller than the diameter of the im- 
plant, is used to perforate the apical 
bone to allow for the implant. The 
tooth is replanted manually or with 
the aid of a rubber surface mallet. 
Moderate biting force seats a bicuspid 
in occlusion. 


Advantages of 
Replantation 

(1) One-visit operation. 

(2) Prompt postoperative recov- 
ery. No loss of cortical bone. Rapid 
reattachment of periodontal fibres. 

(3) No need for immobilization 
splint. The mechanical retention over- 
comes hydraulic pressure. 


(4) Functional repair, attachment, 
and asymptomatic retention of the 
tooth. 

(5) The possibility of future plan- 
ning by both dentist and patient for 
immediate prosthesis if needed. 


Summary and Discussion 

The purpose of teeth is to secure 
and masticate food. The loss of teeth 
impedes this function and disturbs the 
dentofacial harmony. Graber* points 
out that current hypotheses of the 
fundamentals of occlusion are so 
bizarre and diversified that it is only 
logical that a multitude of prosthetic 
problems and failures result. The pur- 
poses of the apical implant are the fol- 
lowing: 

(1) To provide a substitution apex 
to the natural tooth for temporary or 
permanent retention in the jaw bone. 

(2) To provide a technique where- 
by replantation of a totally luxated 
tooth, either accidental or intentional, 
may be facilitated and simplified. 

(3) To provide a different ap- 
proach to the treatment of chronic 
periapical abscess syndrome. 

Positive Conclusions Premature— 
The many possibilities of application 
of the apical implant are suggested. 
There is no problem of root resorp- 





4Graber, T. M.: The Fundamentals of Occlu 
sion, JADA 48:177-187 (Feb.) 1954. 
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tion when the implant is used as a 
prosthetic apex in apicoectomy be- 
cause the biologic function of the 
periodontal membrane is not de- 
stroyed. As demonstrated by Ogus,® 
replantation with the apical implant is 
a different problem and should not be 





5Venable, C. S.; Stuck, W. G.; and Beach, 
A.: Effects on Bone of the Presence of Metals; 
Based upon Electrolysis; Experimental Study, 
Ann. Surg., 108:917-938 (June) 1937. 


presented with a guarantee of success 
over a period of years but as a possi- 
ble method of retaining a tooth for an 
unpredictable period of time. 
Valuable Addition to Dental T hera- 
py—Critics should keep in mind that 
most dental complaints are treated on 
a symptomatic basis. Cessation of 
symptoms and treatment are generally 
simultaneous. An asymptomatic re- 


Common Office Emergencies 


NORMAN B. ROBERG, M.D. 


Fainting 

Fainting is the commonest office 
emergency, though the one most 
feared is that of sudden death. Sud- 
den death in the office is rare and re- 
sults from coronary artery throm- 
bosis. Combining the experiences of 
several physicians having large prac- 
tices, there was one death for every 
85 years of office practice. Since more 
acutely ill patients will visit the office 
of a physician, a dentist should not 
have a patient die in his office more 
than once in 200 years. 

Mechanism of Fainting—Fainting, 
the common emergency, occurs when 
there is dilatation of the blood vessels 
of the legs and abdomen. The blood 
stagnates in the lower body, does not 
return promptly to the heart, and thus 
the blood flow to the brain is reduced. 

Symptoms — The patient becomes 
pale, sweats, and usually complains 
of weakness and nausea before losing 
consciousness. 

Treatment — At the very first of 
these signs the following measures 
should be taken: 

1. Stop immediately whatever pro- 
cedure you are doing. 

2. Lower the back rest of the chair 
so the patient lies flat. 

3. Remove from the mouth any in- 
struments, packs, or loose prostheses. 
Loosen neckties and collars; one can 
ignore belts, garters, and girdles. 

4. Lift the feet so that the legs are 
straight and the feet are about 12 to 
24. inches above the level of the chest. 
This will drain stagnating blood back 
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toward the heart and will reestablish 
adequate circulation to the brain. 

5. As pallor diminishes and the pa- 
tient begins to stir, one may lower the 
legs to the horizontal and hold cotton 
dampened with aromatic spirits of 
ammonia to the nose. 

6. If the patient retches when com- 
ing out of the faint, turn the patient 
on his side so that the vomitus is 
ejected freely and is not aspirated. 

7. Insist on the patient’s remaining 
horizontal in the chair for at least ten 
minutes after consciousness returns. 
After another thirty minutes on a 
couch the patient usually can leave 
the office, but never alone, because 
the faint may recur on the street. 

8. Do not sit the patient upright 
and lower the head between the 
knees: This obsolete maneuver does 
not shift the blood from the legs to 
the heart and brain. There is danger 
of the patient toppling forward onto 
the floor and suffering a head injury. 

Common Causes—Most fainting at- 
tacks are preventable, and most are 
caused by anxiety: by the sight of 
syringes, extraction forceps, and 
drills; by the fear “that the dentist 
won't stop” and by the alarm of un- 
expected pain or procedures. 


Preventive Measures 

Avoid touching the upper part of 
the neck just below the angle of the 
jaw, especially in elderly patients. 
Even touching this area may stimu- 
late the carotid sinus, resulting in a 
sudden (though temporary) stopping 


port supporied by negative findings 
leads to the assumption of the success 
of the treatment. If symptoms are re. 
lieved, therefore, the pathologic focus 
eliminated, and the patient is satisfied, 
the apical implant will prove to be a 
valuable addition to dental therapy, 
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of the heart, fall in blood pressure, 
and unconsciousness. 

Hot, stagnant air is conducive to 
fainting. If the office cannot be cooled, 
use some form of air-circulator of 
constant, moderate action. A cold wet 
towel to the forehead is cooling, com. 
forting, and convenient for covering 
the patient’s eyes. If you tell the pa- 
tient what you are about to do, what 
the patient doesn’t see won't alarm 
him. 

Incidence of Epilepsy — Epileptic 
fits, asthmatic attacks, and acute at- 
tacks of heart failure occur only rare- 
ly in the office, and subside spontane- 
ously. 

Epileptic attacks are alarming but 
not fatal. With a warning cry, the 
patient will stiffen, turn blue, froth 
at the mouth, and have convulsive 
movements, All that is necessary is to 
insert folded towelling between the 
teeth to protect the tongue from being 
bitten and to protect the head from 
bruising. Because of exhaustion and 
confusion following the fit, the pa- 
tient should be removed from the of- 
fice by ambulance. 

Heart Conditions—Sudden distress 
in the chest, or difficulty in breathing 
in patients over fifty usually represents 
heart trouble: angina pectoris or car- 
diac asthma (acute congestion of the 
lungs from temporary heart failure). 
Sit the patient upright, and he will 
improve in a few minutes. The patient 
often has his medication with him. 

Bronchial Asthma—Y oung persons 
occasionally have attacks of bronchial 
asthma. They know their condition, 

(Continued on page 65) 
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The Impossibility 


of PERIODONTAL REATTACHMENT 


ad 


JOHN WILLIAM GIBBS, D.D.S., Charlotte, North Carolina 


DIGEST 

Much has been written and many 
clinics have been presented on 
the controversial subject of peri- 
odontal reattachment. Reputable 
clinicians and practitioners have 
presented convincing evidence 
on both sides of the question 
much to the dismay of the initi- 
ate into periodontology, the new- 
ly graduated dentist, who must 
base his case management and 
methods of treatment on his per- 
sonal convictions on the subject. 
It is intended in this article to 
show the biologic impossibilty of 
“reattachments” as the term is 
used and understood by perio- 
dontists and to stimulate exam- 
ination of the biologic aspect 
presented. 


Conservative Treatment 

The school of conservative periodon- 
tists who believe that reattachment is 
possible through so-called conserva- 
tive (in particular, avoidance of gin- 
givectomy) methods should not be 
discredited. All practitioners wish this 
theory was tenable because of the dis- 
advantages of gingivectomy. The ben- 
efit to the patient who receives con- 
servative treatment as opposed to no 
treatment is obvious and no type of 
periodontal therapy should be dis- 
couraged. The problem should be 
thoroughly exposed biologically, how- 
ever, so that new workers in the field 
of periodontics do not direct: their 
efforis to a vain pursuit of the-impos- 


sible. . 
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Epithelial Attachment 
Highly Specialized 
Structure 

The crux of the all-important ques- 
tion of reattachment or no reattach- 
ment lies in the understanding of the 
histology and physiology of the epi- 
thelial attachment. Too many clini- 
cians consider the epithial attachment 
as merely the terminal part of the gin- 
gival epithelium. This is unfortunate, 
for the epithelial attachment of the 
human tooth is a highly specialized 
histologic structure with a definite, 
highly important physiologic func- 
tion. Its pathology governs to a large 
extent the course of periodontoclasia. 

Two Histologic Layers—This high- 
ly specialized structure, the epithelial 
attachment, is the remains of another 
highly specialized structure, the united 
enamel epithelium. Following the last 
phase of amelogenesis, the enamel 
epithelium lays down the primary 
enamel cuticle by secretion. In 1921 
Gottlieb described a second layer of 
hornified cells lying between the pri- 
mary enamel cuticle and the epithelial 
attachment proper. This he called the 
cuticula dentis because it was found 
not only on crowns of teeth, but on 
the roots of teeth also. It would seem, 
therefore, that the epithelial attach- 
ment has two distinct histologic layers 
interposed between itself and the sur- 
face of ‘the tooth: (A) the primary 
enamel cuticle, and (B) the cuticula 
dentis. 

-Five Surfaces Combined — The 
union of gingival epithelium to the 
tooth’ surface (enamel: or cementum) 


is a complex union of five surfaces: 
Attached to the tooth surface (1) is 
the primary enamel cuticle (2). At- 
tached to the primary cuticle is the 
cuticula dentis (3). Attached to the 
cuticula dentis is the epithelial attach- 
ment proper (4). To the epithelial 
attachment proper is attached the oral 
epithelium (5). Primary union is with 
intercellular bridges. 

Organic Union Possible Only 
Through Epithelial Attachment—lIt is 
convenient to consider the primary 
enamel cuticle and the cuticula dentis 
as organic components of the epithe- 
lial attachment proper in view of the 
limited knowledge concerning their 
metabolism: organic union of the oral 
epithelium with the tooth surface is 
possible only through the medium of 
the epithelial attachment, and the epi- 
thelial attachment is capable of re- 
maining in organic union with the 
tooth surface as it moves apically, 
either from physiologic or pathologic 
causes. 

Vital Connection with Tooth Elim- 
inated—Once the epithelial attach- 
ment has moved apically from a more 
cervical position, its vital connection 
with the tooth surface is gone. It 
should be obvious from the preceding 
discussion that the stratified squam- 
ous oral epithelium has no means of 
attaching itself to a calcified tooth 
surface. For this to occur it would be 
necessary for the oral epithelium to 
undergo mutation and differentiation 
and become tissue similar to the orig- 
inal enamel epithelium, an inconceiv- 
able transformation. : 

Protective Function—The physio- 
logic function of the epithelial attach- 
ment is definite. It is a protective one. 
All elements of the periodontium are 
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I. Normal dental anatomy. 





of connective tissue origin with the 
exception of the epithelial attachment 
(it should be considered as an element 
of the periodontium). No connective 
tissue can survive unless sealed off 
from external environment by epithe- 
lium. It will lose its vital fluid or its 
fluid will become contaminated. Either 
process will result in its devitalization 
and destruction. 

Physiologic Function—The physio- 
logic function of the epithelial attach- 
ment is to seal off from external en- 
vironment all connective tissue ele- 
ments of the periodontium which can- 
not survive unless it does. 


Visualization of Epithelial 
Attachment 

A brief resumé of normal dental 
anatomy is shown in Figure 1 dem- 
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onstrating that the epithelial attach- 
ment of the tooth is attached to the 
gingival epithelium at A, sealing off 
from external environment all connec- 
tive tissue elements of the periodon- 
tium. 

Periodontoclasia Involvement—In 
Figure 2 is shown a diagrammatic 
section of a tooth involved in perio- 
dontoclasia: (1) the epithelial attach- 
ment has been destroyed by infection 
and/or has proliferated down to level 
E. (2) There is now no vital epithe- 
lium on the tooth above level E. (3) 
The first two groups of periodontal 
fibers, B and C, have been destroyed, 
the alveolar crest of bone has been 
destroyed by soluble toxins from the 
infection, impairment of nutrition, 
and lack of stimuli from the destroyed 
fibers. (4) The gingival epithelium, 


G, has grown down the soft tissue wall 
of the pocket in an effort to remain in 
organic union with the downward 
proliferating epithelial attachment, 
and to preserve the remaining ele. 
ments of the periodontium by sealing 
them off from the external environ. 
ment. 


Frequently Accepted 
Theory 

It is often postulated that by careful 
planing of the root surface (assuring 
positively that there is no remaining 
epithelium on the root surface), de- 
bridement of the pocket, and curette- 
ment of the gingival epithelial from 
the soft tissue walls of the pocket, a 
blood clot will form and organize into 
new periodontal fibers, reuniting the 
tooth with the bone, thereby closing 
the pocket at or near its original in- 
ception. 

Bone Has Been Eliminated—For 
two reasons this is impossible: (1) 
There is no longer any bone for these 
new fibers to be anchored in. They 
would have only the corium of the 
gingiva to be anchored in. (2) Were 
the bone to remain at or near its orig- 
inal level, as in some intrabony pock- 
ets, there is now no epithelium on the 
tooth above level E (Fig. 2). It has 
been destroyed by infection (or 
planed carefully away). 

Interposed Epithelial Attachment 
Required—Assuming that new fibers 
could be formed from the clot by dif- 
ferentiation and be incorporated in 
new bone and cementum formation, 
how is the gingival epithelium going 
to unite with the calcified tooth tis 
sues and seal them off from external 
environment? Oral epithelium can- 
not unite with enamel, cementum, or 
dentin without an interposed epithe- 
lial attachment. 

One Possible Result—In the au- 
thor’s opinion, there is but one possi- 
ble end result: The gingival epithe- 
lium must proliferate back down the 
soft tissue wall from whence it was 
curretted until it meets and unites 
with the epithelial attachment at the 
bottom of the pocket. This it must and 
will do, for connective tissue must be 
completely sealed off from external 
environment or it becomes and re- 
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2, Diagrammatic section of a tooth involved in periodontoclasia. 











Common Office Emergencies 


they also often have their medications 
with them, and, if they don’t may be 
given adrenalin, 1:1000 dilution, 5 
minims subcutaneously. 

Informal Questioning Helpful — 
Most emergencies can be avoided by 
a few minutes of casual questioning 
of the patient, especially a new pa- 
tient. Without seeming to imply that 
you are suspicious of their health, or 
that you expect an untoward reaction 
to your treatment, inquire informally 
and quietly concerning the taking of 
medicines, any recent or chronic ill- 
hesses, any regular attendance by a 
physician, and whether or not the pa- 
tient has any anxiety concerning the 
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(Continued from page 62) 


dental condition or its treatment. If 
you are uncertain as to the patient’s 
physical or nervous stability, consult 
with the patient’s physician before 
undertaking any strenuous therapy, 
and ask that someone accompany the 
patient to your office. 


Conclusions 

1. First aid measures and medica- 
tions are greatly overrated. 

2. Do not interfere with the natural 
tendency of the patient to recover. 

3. It is better to do nothing than 
to do the wrong thing. 

4. The immediate differential diag- 
nosis of emergencies is difficult for 


mains an infected and necrotic mass. 

Repair by First Intention—lIt is, 
of course, possible to separate the 
epithelial attachment of a tooth from 
the gingival epithelium and secure re- 
attachment in surgical procedures 
such as flap operations for removal 
of third molars. Here, however, the 
epithelial attachment is not destroyed 
by infection and does not proliferate 
downward. Repair is by first inten- 
tion. 

Typical Pocket Often Results— 
Many times, however, when infection 
supervenes after a flap operation, the 
epithelial attachment is destroyed or 
does proliferate downward, and a typ- 
ical pocket, lined with gingival epi- 
thelium, results. 


Conclusions 

The epithelial attachment is de- 
stroyed and/or proliferates downward 
along the root in the presence of in- 
fection in periodontoclasia leaving no 
epithelial tissue attached to the ex- 
posed root surface capable of reunit- 
ing with the oral epithelium of the 
gingival crest. 

Connective tissue elements cannot 
survive unless sealed off from external 
environment by epithelium. 

Attachment of the soft tissue wall 
of a pocket to the surface of a tooth 
is therefore quite impossible save at 
the extreme depth of the pocket where 
the epithelial attachment is intact. 

801 Liberty Life Building 


the most experienced physician and 
dentist. 

5. Determinations of. blood press- 
ure and pulse rate impress the family, 
give the doctor something to do while 
the patient improves spontaneously, 
but are of little informative value 
during the acute emergency. 

6. If you, the patient, or the phy- 
sician have any doubt concerning the 
ability of the patient to tolerate an 
office procedure, the treatment should 
be done in a hospital. 

Adapted from Current Advances in 
Dentistry, University of Illinois Coll- 
lege Telephone Extension Program 


for 1954-1955, page 46. 
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A Method to Reduce Pain 


in CAVITY PREPARATION 


H. A. EDWARDS, D.D.S., Pink Hill, North Carolina 


DIGEST 

The author of this article has 
used the analgesic procedure de- 
scribed in a series of 300 cases in 
his own general practice. The re- 
sulis obtained have been highly 
satisfactory to the patients and to 
the dentist who finds that with 
improved patient cooperation 
time is saved and ideal working 
conditions are provided. 


Characteristics of 
Analgesic Agent 

Trilene® is a brand of highly purified 
trichloroethylene which provides the 
most rapid analgesia produced by any 
anesthetic.! The agent possesses the 
following qualities: 

1. It is a clear blue, volatile liquid 
with a pleasant odor. 

2. It is nonexplosive and nonflam- 
mable in air or oxygen in the mixtures 
employed clinically. 

3. If its vapor is diluted with air. 
however, and then exposed to an open 
flame, decomposition will occur and 
produce hydrochloric acid and traces 
of phosgene. 

4. When stored in closed contain- 
ers away from light, it is highly stable 
but may decompose following undue 
exposure to sunlight or air. 


Apparatus for 
Administration 
Trichloroethylene is administered 
with the Duke Inhaler. This apparatus 
consists of a cylinder and connecting 
tubes that end in a small mask that 
fits over the patient’s nose. The tri- 
chloroethylene is poured into the cyl- 


Orth, S. O.: General Anesthesia I, in Drill, 
V. A.: Pharmacology In Medicine, New York, 
McGraw-Hill Book Co., Inc., 1954, pp. 5-11. 
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inder which contains a wick. When 
air is inhaled over this wick, the tri- 
chloroethylene volatizes and passes 
through the tube to the nose for in- 
halation. The amount of trichloro- 
ethylene released is control'ed by a 
regulator on the side of the cylinder. 
When the regulator is not operated, 
air is drawn into the base of the in- 
haler over the source of the vapor and 


the patient breathes a vapor and air 
mixture. When the patient exhales, 
the expired air passes out into the 
atmosphere through the exhalation 
valve. 


Procedure 

Before treatment is started the pro- 
cedure is explained to the patient. 
Confidence is gained at once because 
the patient willingly accepts any meas- 
ure that will ensure cavity preparation 
without pain. His sense of helplessness 





1. Apparatus is shown in position. 
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2. Front view showing the apparatus. 














is alleviated by the fact that he can 
control the administration of the anal- 
gesic. The novelty of the apparatus 
also seems to interest the patient. 

Preliminary Steps—Before therapy 
is started, have the patient operate 
the machine. This serves three pur- 
poses: (1) It removes any doubt as 
to the efficacy of the method. (2) It 
accustoms the patient to the odor of 
the agent and to mechanics of the 
procedure. (3) The first few whiffs 
of vapor seem to allay all anxiety in 
the apprehensive patient. 

Anesthetic Increased Gradually — 
When it is ascertained that the patient 
completely understands the procedure, 
he is instructed to advance the thumb- 
piece gradually to succeeding posi- 
tions until he shows signs of analgesia. 
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This is easily determined by testing 
the patient’s gingiva with an explorer. 
It will be noted that the patient ap- 
pears to develop an attitude of indif- 
ference to being in the dentist’s chair. 

Patient Remains Conscious—When 


the patient reaches the operable stage 


of analgesia, he will relax the pressure 
on the thumb-valve and in some cases 
drop the inhaler in his lap. The pa- 
tient is not unconscious. He is still 
able to obey the instructions of the 
operator. On request he will open his 
mouth wide and keep it in that posi- 
tion for almost any kind of operation. 

Anesthetic Controlled by Patient— 
About five minutes are required for 
the operable stage. Treatment can 
then be started. During treatment pro- 
cedure, when the patient begins to 
feel the slightest discomfort, he reach- 
es for the thumb-valve and adminis- 
ters more trichloroethylene to the 
point of relief. In these intervals the 
operator can change his instruments 
and adjust the saliva ejector. 

Rapid Return to Normal — When 
treatment is completed the nosepiece 
is removed. The patient will return to 
normal in a few seconds. It is helpful 
to have the assistant sponge the pa- 


tient’s face with a cold towel. 


Results Obtained 

The procedure described has been 
used by the author in general practice 
for three years in a series of over 300 
cases. The results have been highly 
satisfactory because the patient is co- 
operative and comfortable and the 
dentist is able to complete treatment 
with more speed and less difficulty. 

Procedural Speed Increased—It is 
possible to prepare from three to five 
cavities at a sitting when they are not 
too complicated and when there is 
sufhcient time and analgesia to com- 
plete the cavity walls. The following 
table presents the results obtained in 
this series of cases: 


























Results eS Percentage 
No pain or discomfort 75 
Slight pain and discomfort 23 
Pain and discomfort: inadequate analgesia l 

No effect | 0.5. 
Dislike of the vapors and/or administration 0.5 
Total 100.0 








3. The patient is in a relaxed position while the operation is being performed. 





Successful Results in 98 per cent of 
Cases — With trichloroethylene anal- 
gesia 75 per cent suffered no pain or 
discomfort from the procedure; 23 
per cent had slight pain and discom- 
fort. In none of these cases, however, 
was it necessary to administer, nor did 
the patient request, local anesthesia. 
In 1 per cent of the cases analgesia 
was insufficient; in 0.5 per cent of the 
cases no analgesic effect at all was 
noted; and in 0.5 per cent the patients 
objected so seriously to the vapors 
and/or administration of the trichlo- 
roethylene that a local anesthetic was 
used. This method of analgesia proved 


successful in 98 per cent of the cases. 
Few Side Reactions — There were 
relatively no side effects from the 
therapy. One patient complained of 
smarting of the nasal pharynx and in 
another excessive salivation was ob- 
served. These results are in accord 
with the findings of Yein, et at.*, and 
Georgiade, et al.* that trichloroethy- 
lene does not produce an increased 
yy C. S.; Teuscher, G. W.; and Karp, 
: Quart. Bull. Northwestern Univ. M. School 
a6 180 (Summer Quarter) 1952. 
3Georgiade, N. G.; Stephen, C. R.s and 
McFarland, W.: To be published. 
4Agatston, A. §S.: Trichloroethylene in the 
er of Pain in 7 ee Dental Concepts 
4:10- 13 (Apr. “— 
, See Read before the Okla- 


5 Swartz, 
homa Society of yee: 20S wr (May 18) 1952. 


tendency to bleed or the capillaries to 
ooze. It also corroborates the con- 
clusions of Agatston* and Swariz® 
that the agent does not usually pro- 
duce excessive salivation or mucus 
secretion. Almost all of the patients 
who have returned for additional 
treatment who have experienced the 
use of trichloroethylene previously for 
cavity preparation have requested re- 
use of the procedure. 


Comments 

Broad Application — Tricholoro- 
ethylene provides a method of painless 
cavity preparation because its admin- 
istration is painless and it provides 
adequate analgesia when used correct- 
ly. It can be administered to all pa- 
tients and has been found to be es- 
pecially valuable in children. Patients 
as young as eight years have used it 
with no complications. 

Patient Cooperation Ensured—The 
analgesia provided, the relief of the 
tension and anxiety, and the knowl- 
edge that he controls the prevention 
of pain are important factors in pa- 
tient cooperation. 

Advantages to Operator—the den- 
tist has a clearer field in which to work 
and can be more thorough. The time 
consumed in explaining the mechan- 
ism of the Duke Inhaler is usually no 
greater than the preparation and in- 
jection of a local anesthetic. The co- 
operation of the patient allows the 
dentist to accomplish more at one 
sitting. 

Quick Recovery—Trichloroethylene 
has little or no side effects, and after 
completion of the treatment, the pa- 
tient recovers in a few minutes with 
no after effects. | 

Contraindications — The inhaler 
leaves something to be desired in its 
relatively complicated state of draping 
tubes. It cannnot be used in combina- 
tion with epinephrine; atropine, 
however, may be used with impunity. 
It should not be used with patients 
who are unable to comprehend the 
operation of the inhaler. 


Pink Hill 
North Carolina 
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The CLEFT PALATE 


Rehabiiitation Team 


HOWARD E. KESSLER, D.D.S., Cleveland 


DIGEST 
During the past 15 years in- 
creased interest in persons who 
have cleft palates and harelips 
has been shown by the dental 
and medical professions, the 
speech therapy profession, wel- 
fare groups, and the public in 
general. The research involved 
and the special attention given 
it have been of aid in dealing 
with this problem and as a con- 
sequence improvement in cleft 
palate rehabilitation is in general 
evidence. This article is a report 
on the improvement noted in the 
cleft palate rehabilitation pro- 
gram of a large city school sys- 
tem during the last seven years. 


Approximate Percentage 
Of Cases 

Although the total public school pop- 
ulation in the city of Cleveland is ap- 
proximately 110,000, the figures used 
are usually based on cleft palate cases 
in elementary grades and kindergar- 
tens only, approximately 80,000. The 
treason for this is that a large percent- 
age of harelip and cleft palate chil- 
dren drop out of school when they 
teach high school levels because of 
personality problems and _ psychic 
trauma. The ratio shown, therefore, 
of children with cleft palate and/or 
harelip is approximately one in 950. 
This figure has remained fairly con- 
stant during the past seven years in 


which cleft palate study has contin- 
ued. 
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Surgery Performed by 
Specialists 

The majority of cases of surgical 
repair are now operated on by spe- 
cialists in the field of oral or plastic 
surgery. This was not true seven 
years ago. At that time general sur- 
geons performed many of the opera- 
tions. The fact that specialists in this 
type of surgery are now doing most 
of the operations accounts for the im- 
provement in the caliber of surgery 
performed. Most present day parents 
recognize the value of the team ap- 


proach in diagnosing and treating 
these cases and ask to be referred to 
cleft palate rehabilitation teams. 


Associated Limitations 

The child with a cleft is usually 
speech defective; he has biologic lim- 
itations in mastication and degluti- 
tion; he is imperfect in appearance; 
the esthetic defect and the speech ab- 
normality often produce a personality 
defect; his general health is affected 
because of difficulty in mastication 
and deglutition; and because of mal- 
nutrition he suffers an increased num- 
ber of colds and other respiratory ail- 
ments. It is apparent that the child 





1. Close-up of double harelip and cleft palate. 
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with a cleft is usually in need of total 
rehabilitation and not just the serv- 
ices of one or two specialists. 


Coordinated Treatment 
Plan Preferred 

The project of total rehabilitation 
is obviously too extensive for any one 
specialist to undertake. The best re- 
sults are achieved when all of the re- 
lated specialties are utilized in the 
proper sequence. In this way fully co- 
ordinated therapeutic planning is pos- 
sible. This plan will allow for the 
child’s natural development and will 
include perfect timing for each step 
in the rehabilitative procedure. 

Members of a Therapeutic Team— 
A team of this kind consists of the fol- 
lowing specialists: a surgeon, a speech 
therapist, a dentist, a pediatrician, an 
orthodontist, an otolaryngologist, a 
prosthodontist, and a psychiatrist. 

. Satisfactory Results Achieved Rou- 
tinely—Cleft rehabilitation 
teams of this type are now routinely 
achieving results that years ago were 
extremely rare. In early treatment, 
one aspect, such as surgery, was often 


palate 


good while other aspects, speech, for 
instance, or physiologic function did 
not equal the satisfactory surgical re- 
sults. Each specialization has some- 
thing of value to offer but none by it- 
self can completely rehabilitate the 
patient. 


Method of Team Work 

A patient who has a cleft palate 
and/or lip is presented to the assem- 
bled specialists, each of whom exam- 
ines the patient minutely, employing 
all the necessary techniques. Subse- 
quently, the team collates the various 
diagnoses and prepares a therapeutic 
plan for the patient. Each specialist 
argues his particular point of view 
and from all the opinions and find- 
ings is evolved a perfected therapeu- 
tic plan which will transform the pa- 
tient into a normal person. 

Age for Operation—The time chos- 
en for surgery is a controversial ques- 
tion but in general a cleft lip is oper- 
ated on from eight to.twelve weeks af- 
ter birth when the infant has regained 
the birth weight. A cleft palate is usu- 
ally not operated on until the age of 


70 


2. Close-up of unilateral harelip and cleft palate. 


3. Case of “insufficient soft palate.” The surgeon closed over the anterior 
portion of the palate but did not give the palate proper length so that the child 
could speak normally. This child still has typical “cleft palate speech” and is 
a candidate for a Dorrance Push Back operation or a palatal-pharyngeal flap 


operation. 





two to four years. One reason for the 
palatal closure age is to avoid interfer- 
ence with the normal growth pattern 
of the jaw. Another reason is that im- 
mediately after birth the palatal tissues 


are more difficult to work with because 
of size and the problem of anesthetic 
in a tiny infant. 

Ages for Surgery Vary—The sur 
geon may feel that in a particular case 
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he can achieve a better esthetic result 
on the lip if he waits until the child is a 
little older. The surgeon must confer 
with the pediatrician to ascertain if the 
infant will be able to get enough nour- 
ishment with the lip in cleft condi- 
tion. In many of these patients the 
food and drink returns through the 
nose as fast as it is put in the child’s 
mouth because of the opening. The 
surgeon may also wish to consult the 
psychiatrist for knowledge of the 
mother’s attitude to the untouched 
cleft on her baby. After deliberation 
the team may decide that the surgeon 
must close the lip immediately before 
the mother sees the child. 

Use of Obturator—lf surgery is not 
possible for a particular cleft, a plas- 
tic obturator is made by the prostho- 
dontist. The feasibility or impossibil- 
ity of surgery is often a subject for 
debate. The prosthodontist believes 
that closing the cleft by the use of an 
artificial aid is preferred because 
there is less possibility of tissue mu- 
tilation and haphazard movement of 
tooth buds. The surgeon, on the other 
hand, may believe that living tissue is 
the best choice for closure of the cleft. 
Both must abide by the collective di- 
agnosis of all the specialists, who as a 
sroup, have studied the patient’s total 
problem. 


Specific Roles of Members 
Of Group 

The general dentist on the team 
must consider and advise concerning 
the restoring, capping, and general 
retaining of the patient’s teeth. 
Crooked teeth in these cases are often 
the result of the tooth buds being un- 
avoidably moved about during cor- 
rective surgery. The teeth in the 
mouth of a cleft palate patient are 


also often in extremely poor repair. 
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4, 5, G. Figure 4 shows a cleft palate 
in a 20-year-old girl before surgery. 
Figures 5 and 6 show the same case 
after corrective surgery. Figure 5 shows 
the anterior part of the palate. Figure 
6 shows the soft palate of proper length 
and flexibility. The patient’s speech is 
now normal. (Courtesy of Edward 
Reiter, D.M.D., Director of Cleft Palate 


Clinic, Mt. Sinai Hospital, Cleveland, 
Ohio. ) 
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9 and §, Figure 7 shows a cleft palate and harelip case 
before surgery. Figure 8 shows same case after surgical re- 





The general dentist has not always 
been happy to undertake treatment of 
the teeth in a child with a cleft palate 
for many of these children have en- 
dured such extensive surgery and re- 
peated examinations that they are un- 
satisfactory patients in the dental 


chair. 

Teeth Often Neglected—It was for- 
merly thought that in many cases the 
crooked, malformed teeth in these 
mouths were not worth saving. As 
they were not in proper position to 
serve as chewing units they might as 
well be permitted to deteriorate until 
they were finally extracted. Another 
result of the unconventional angula- 
tion of the teeth was great difficulty in 
cleaning the teeth which encouraged 
caries. 

Importance of the Teeth—General- 
ly speaking, all of the teeth of a child 
with a cleft palate are important, no 
matter where they erupt. A single 
tooth which has erupted toward the 
center of the palate may be important 
as an anchor to help retain in place a 
prosthetic appliance used to cover the 
cleft. When these teeth are utilized in 
the retention of an obturator, the den- 
tist usually covers them completely 
with cast gold crowns in order to in- 
crease their resistance to caries and 
breakdown later. 


Role of Orthodontist—Almost all 
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pair (Courtesy Edward Reiter, D.M.D., Director of Cleft 
Palate Clinic, Mt. Sinai Hospital, Cleveland, Ohio. ) 





9, Child with a posterior-pharyngeal flap. This child’s speech is now normal, 
The first step in the construction of a posterior pharyngeal flap is the formation 
of the flap outline. The rigid soft palate is retracted forcibly to enable the sur- 
geon to make a transverse incision through the pharyngeal mucosa at an ex- 
tremely high level. Both ends of the transverse incision are connected by two 
parallel vertical incisions involving almost all of the posterior wall of the 
pharynx. The mucosal incisions are then extended down through the muscular 
fibers of the superior constrictor of the pharynx and a full, thick, muscular 
flap is elevated by blunt dissection and turned posteriorly. 

The second step in the operation involves the creation of a raw surface on 
the oral side of the soft palate. The oral epithelium of the soft palate is dissected 
to form a bed for the attachment of the pharyngeal flap. The pharyngeal flap 
is sutured to the raw surface of the soft palate through the use of mattress 
sutures. The pharyngeal flap then becomes a partition between the oral and 
nasal cavities which prevents the escape of air through the nose and helps the 
patient in the execution of good speech. (Courtesy of Edward Reiter, D.M.D., 
Director of Cleft Palate Clinic, Mt. Sinai Hospital, Cleveland, Ohio. ) 
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point. 


10. A lip repair with poor result from the esthetic stand- 


Ll. The same case after corrective surgery. The vermilion 





border of the lip is now even and the appearance is much 


improved, 





cases of cleft palate require some or- 
thodontic service or advice. The or- 
thodontist must decide whether the 
investing structures of the teeth are 
secure enough to withstand the mov- 
ing of teeth or whether the surgically 
acquired palate is strong enough to 
permit a widening of the arch. At the 
line of the cleft one or more teeth 
may be absent, or in some cases, an 
extra tooth may be present in this 
area. All of the dental specialists usu- 
ally present a combined opinion in 
these cases. 

Importance of Otolaryngologist— 
A large number of children with re- 
paired or unrepaired cleft palates 
have hearing deficiencies of varying 
degrees. The clue to these hearing 
losses is found in the physiology and 
anatomy of the relationship between 
the middle ear, nose, and throat. Dur- 
ing swallowing, the soft palate nor- 
mally prevents food and liquids from 
entering the nasal passages. When a 
cleft is present there is nothing to pre- 
vent food and liquid from entering 
the nasal passages and coming out the 
nose. Two small openings leading to 
the eustachian tubes are located on 
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the sides of the throat a little above 
and in back of the soft palate. These 
tubes communicate with the middle 
ear and serve to maintain middle 
ear pressure the same as outside ear 
pressure. The membranes of the nose 
tolerate bacteria of various types but 
the membrane lining the tubes and 
the middle ear are less immune. Per- 
sons with cleft palates therefore tend 
to have some hearing loss and middle 
ear infection. The otolaryngologist 
takes all these facts into consideration 
during group consideration of the 
method and time for closure of a cleft 
palate. 

The Pediatrician—The _ general 
health of the child is referred to the 
pediatrician who advises whether the 
child with a cleft palate or lip can tol- 
erate surgery or whether he must be 
given time for a physical build-up. 

Speech Therapist as Moderator— 
Virtually every case of cleft palate 
presents a speech defect problem. The 
speech therapist is therefore a highly 
important member of the team. The 
speech therapist often acts as the mod- 
erator of the team in somewhat the 
same way that the pathologist some- 





times acts as the moderator between 
the radiologist and the surgeon in a 
cancer clinic. The speech therapist 
develops a greater knowledge of the 
patient and spends more time with 
him than do the other members of the 
team. 

Additional Responsibility of Speech 
Therapist—Normal speech usually 
cannot be achieved until a certain 
amount of separation is established 
between the nasal and oral cavities of 
the cleft palate patient. Separation 
may be established by the use of liv- 
ing tissue or an artificial material. No 
matter which method is used the pa- 
tient usually needs speech therapy for 
some time after the closure is perfect. 
The speech therapist also advises the 
group whether therapy should be 
given the patient before the cleft clos- 
ure is attempted in order to provide 
advance knowledge of the speech 
problem. 

The Psychiatrist—A valuable ad- 
dition to the team is the psychiatrist 
who can often select the proper time, 
psychologically, for surgery, physical 
factors being equal. 

Religious Advisor—Some cleft pal- 
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time but his speech was not good. 


12, An exceptionally wide open cleft palate with not much 
tissue to work with. This boy had worn an obturator at one 


13. The same boy after surgery. (The sutures are still in 
place.) The boy’s speech became normal some months after 





this. (Courtesy Edward Reiter, D.M.D., Director of Cleft 
Palate Clinic, Mt. Sinai Hospital, Cleveland, Ohio. ) 





ate teams have added the services of a 
religious advisor to aid in dealing 
with the emotional problems of the 
patient with a cleft. He often calls 
upon the mother of a newly born in- 
fant with a cleft palate to convey the 
news of the infant’s imperfection as 
gently as possible. He is sometimes 
accompanied by another mother of a 
child with a cleft palate who assists in 
the reassurance that these children 
can be developed into well-adjusted, 
healthy persons. 


Problem Considered as a 
Whole 

The cleft palate victim is a whole 
person; he is not a surgical problem 
alone; he is not merely a speech prob- 
lem; he is not primarily a prosthetic 





problem; he is not simply a psycho- 
logic problem. He is a person, a total 
person in need of all the help that can 
be mustered from the entire team of 
specialists working toward a single 
solution, complete rehabilitation. — 
Satisfactory Dental Conditions— 
At the present time the records of the 
Cleveland study do not show a single 
case of a cleft palate child with poor 
operative dentistry in his mouth. 
Financial Aid Available—Children 
with cleft palates were formerly not 
classified as “crippled children” in 
connection with financial aid. Many 
cleft palates are found among impov- 
erished families. Lack of funds was 
often a handicap, therefore, to reha- 
bilitation. Cooper! states that Penn- 
svylvania was “one of the first states in 


the United States to establish a com- 
prehensive program for the complete 
management of cleft palate cases,” 
and “several other states are follow- 
ing the same policy.” 


Conclusion 

Cleft palate is one of the most prev- 
alent congenital deformities. There 
is no reason therefore why the public 
should not be as well informed about 
this condition as about cerebral palsy 
or poliomyelitis. It is in this way that 
improvement continues to be made in 
treating cases of cleft palate and/or 
cleft lip. 
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RADICULAR CYSTS 


of Traumatic Origin 


GABRIEL WEISS, D.D.S., Philadelphia 


DIGEST 

In the case histories discussed in 
this article, examination made 
much later showed that unknown 
to the patient concerned, cysts 
had formed after an earlier trau- 
matic injury to a tooth. The suc- 
cess of the treatment applied 
later in these cases demonstrates 
that at the time of any injury to 
the teeth careful examination, 
clinical and roentgenographic, is 
important. Continued regular ob- 
servation in these cases is also ex- 
tremely valuable. 


Formation of 

Radicular Cysts 

According to Robinson,' “The perio- 
dontal or radicular cyst is one formed 
in the periodontal membrane usually 
at the root end of a pulpless infected 
tooth. The epithelial lining is derived 
from the epithelial rests (usually rem- 
nants of the sheath of Hertwig). They 
are commonly the sequels of dental 
granulomata in which either resting 
or proliferating epithelium is a con- 
stant finding.” 

Lesions Encapsulated—These path- 
ologic lesions are usually encapsu- 
lated by a distinct membrane consist- 
ing of the epithelial lining together 
with a connective tissue capsule with- 
in which is found a fluid or semifluid 
material. 

Development of Cysts from Trauma 
—When teeth are subjected to a 
traumatic injury severe enough to de- 
Vitalize their pulps, radicular cysts 
may develop in time. Thoma? states, 


1Robinson, H. B. G.: Classifications of Cysts 
are Jaws, Am. J. Orthodont. 31:370 (June) 


"Thoma, K. H.: Oral Pathology, ed. 2, St. 
Louis, C. V, Mosby Company, 1944, p. 771. 
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“A history of trauma, accompanied 
by temporary pain and swelling is 
significant. Patients will often present 
themselves for examination complain- 
ing of dull pain or pressure in the 
affected area. Others may have a dis- 
agreeable taste or odor in the mouth 
due to the cystic contents escaping 
through a fistula. Careful questioning 
is necessary as the patient may not 
associate his present condition with 
an accident that occurred some time 
ago.” 

Careful Examination Important— 
The x-ray generally serves to detect 
these cystic areas and show their rel- 
ative size, position, and the amount of 
bone destroyed. It therefore becomes 
imperative to examine patients care- 
fully as soon as they report having 
had a traumatic injury to their teeth. 

Continued Observation Necessary 
—If the roentgenograms are negative 
at first, the importance of careful 
roentgenographic studies of a follow- 
up nature should be stressed, perhaps 
every three months the first year and 
every four months the second year 
following injury. Subsequently, it will 
suffice to examine the patient once 
every six months. In this way the ex- 
tensive damage caused by neglect can 
be prevented. 


Case Report One 

The patient in this case, a boy of 
16, presented after being hit on the 
mouth during a “school-boy tussle.” 
His chief complaint was that of pain 
in the anterior right maxilla. He 
thought he had broken a tooth. 

Clinical Examination—(1) It was 
revealed on examination that the max- 
illary right lateral incisor had been 


completely depressed in its socket so 
that only the incisal edge was visible 
at the gingiva. 

(2) The teeth on either side, that 
is, the right central incisor and cuspid 
showed signs of mobility. 

(3) The mucosa and gingival tis- 
sues surrounding these teeth were 
hyperemic and somewhat edematous. 

Previous Injury Sustained—Upon 
questioning the patient, it was learned 
that two years previously he had been 
hit on the mouth with a basketball. At 
that time, no visible injury had re- 
sulted and a dental examination re- 
vealed nothing. During the ensuing 
years no further dental care was 
given, nor were x-ray pictures taken. 

Roentgenographic Examination— 
The presence of a large cystic area 
involving the right central and lateral 
incisors and the cuspid was revealed 
by roentgenographic examination. As 
a result of the recent trauma, the lat- 
eral incisor had been depressed ver- 
tically in the cystic cavity due to the 
extensive bone destruction. | 

Therapy—lt was decided to remove 
the three involved teeth and to per- 
form a complete cystectomy (Figs. 1 
and 2). As a result of the massive 
cyst with accompanying bone destruc- 
tion, the area healed with a slight de- 
pression on the buccal surface. This 
was later corrected by the prosthesis 
used to replace the missing teeth. 


Case Report Two 

A girl of 14 presented complaining 
of pain and “swelling of the -gum” 
in the area of the mandibular in- 
cisors. Questioning revealed that the 
patient had fallen against a window 
sill about two years previously and 
had sustained a traumatic injury to 


75 


























































ing in the center of the swelling. 
(3) Upon further examination the 
four mandibular incisors appeared to 
be sensitive to pressure and exhibited 
some slight mobility. 
Roentgenographic Examination— 
Radiologic study revealed a large ir- 
regular granulomatous mass, involv. 
ing all of the mandibular incisors, 
with resultant loss of bone (Fig. 4). 
Therapy—Because of the youth 
and excellent health of the patient, it 
was decided to attempt a quadruple 
apicoectomy in an attempt to save the 
four mandibular incisors. The follow- 
ing steps were taken: 
(1) The first step was reduction of 


the acute condition. This was accom- 4 

plished under local anesthesia by in 

opening the four involved teeth from 5 

the lingual aspect. aj 
(2) The root canals were cleaned ‘i 

out and enlarged to establish drain- 

age. la 
(3) Parenteral injections of peni- hy 

cillin (600,000 units per day) were 

used for three days. we 
(4) With the subsidence of the 

acute symptoms, apicoectomies were fl 


performed on the fourth day. A mu- ‘s 
coperiosteal flap was made, exposing 





the apical area around the four in- g 
cisors. 

(5) The granulomatous mass was tt 
exposed. It was then removed com- 
pletely by curettement of the area. w 

(6) The root canals were cleaned ( 


out and filled after which the apexes n 


I and 2, It was decided to remove the three involved teeth and perform a com- 
plete cystectomy. of the teeth were amputated by angu- 









the teeth in question. From that time 
until the present she had not had any 
symptoms whatsoever and no dental 
care had been rendered. 

Clinical Examination—(1) A slight 
swelling of the buccal mucosa over- 
lying the apex of the mandibular first 
incisors was revealed (Fig. 3). 

(2) There was evidence of hyper- 
emia in the area with a fistulous open- 













3. A slight swelling of the buccal mu- 
cosa overlying the apex of the mandib- 
ular incisors was revealed on clinical 
examination. 
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. Diet and Tooth 
| Composition 
John Haldi, Winfrey Wynn, Mary 
Lovise Law, and Katherine Dickey 
Bentley 
Summary and 
Conclusions 
' The postnatal effects of a high- 
; sucrose, high-protein, high-fat diet 
, on the mineral composition of the 
teeth of albino rats were studied 
by feeding these diets for a period 
| of 150 days from weaning. The 
d 4, Radiologic examination revealed a large irregular granulomatous mass involv- mothers of these animals had been 
y ing all of the mandibular incisors with resultant loss of bone. fed only a stock diet. 
n 5, The patient was seen 90 days after surgery and at three-month intervals there- The usneteh diem wus elie 
F a by feeding these diets to animals 
whose mothers had been raised on 
- these diets and fed the same diets 
| lar cutting with as little additional Summary during pregnancy and lactation. 
1 bone loss as possible. It may be assumed that the original The preponderance of any one 
re (7) After the ends of the teeth traumatic injury to the teeth in the of the major foodstelis in the dict 
were sealed, the area was irrigated cases described caused their devitali- had neither a prenatal nor post- 
le with sterile water, the mucoperiosteal zation with the resultant cystic for- PS AG SE AR AE 
re flap returned to position and sutured mation since no dental treatment, in- position of the teeth. 
u- in place. cluding roentgenographic examina- The greater cariogenicity of the 
1g (8) A postoperative roentgeno- tions, was rendered. In the years in- high-sucrose as compared with the 
n- gram was taken. tervening between the original in- high-fat and high-protein dict 
(9) Six days after surgery the su- juries and present treatment, these which had been demonstrated pre- 
as tures were removed. radicular cysts grew to their present viously, con net therclers be 
n- Results of Therapy—The patient proportions without the patients being adie 0 any chenges induced fu 
was seen postoperatively at 90 days aware of their presence. As a result the mineral composition of the 
ed (Fig. 5) and at intervals of three of this neglect, excessive damage oc- sets by © preponderance of aw 
es months thereafter. As shown in the curred. The cases discussed, there- stn tn tin ae 
u- roentgenograms, the bone has been fore, demonstrate the necessity of re- 
filling in with the resultant tightening peated dental examinations including Prem Jeuned al Newton GT: 
of the teeth. After one year, the teeth radiographic studies after any trau- 222 (Oct. 10) 1955 
are in normal use and the patient is matic injuries to the teeth or jaws. 
in perfect health. 2119 Spruce Street 











Should Thumb- 
Suching Be 


Stopped and. 
If So. When? 


Major Comment 





a 


This subject is highly controversial. 
All dentists, but not all pediatri- 
cians, think it should be stopped. 


The time for interception may 
be as follows: 


(a) Early (up to 1 year)—close 
sleeves of night clothes. 


(b) Use of solutions painted on 
thumb. 


(c) After 4 years—construct a 
lingual arch appliance, destroying 
suction. Do not use stickers. 

In addition, talk to the child and 
explain what the habit may cause. 


Added Comment 

Always remove the parent while 
talking to the child. 

Tell the parent not to heckle the 
child, but to ignore the habit. 

It is believed that the pediatri- 
cians are coming over to the den- 
tists’ viewpoint. | 

From Editorial, A Panel Discus- 
sion of Orthodontics, American 
Journal of Orthodontics 40:386- 
387 (May) 1954. 
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Clinical and Laborato 


Wax Pattern Adaptation 
Frank J. Braver, Lieut. (DC) USN 


I. To soften wax patterns, clasp, bar forms, etc., to the right con- 
sistency for adaptation, a regular heat lamp aids in giving an even 
amount of heat. To control the amount of heat and the degree of 
softening, a small rheostat may be placed in the circuit. 


Prevention of Gingival Seepage 


Sam R. Adkisson, D.D.S., Conway, Arkansas 


2. To prevent seepage of moisture or “weeping” tissue at the 
gingival margin of a cavity preparation during operative pro- 
cedures, apply a few drops of neutralized Superoxol® (30 per cent 
hydrogen peroxide) to the interproximal gingival tissues for 30 
seconds. To neutralize the Superoxol® which is preserved in an acid 
solution, add 7 drops of 5 per cent sodium bicarbonate solution to 
12 drops of Superoxol® pricr to use. 


Protection for Three-quarter Preparation 
A. J. Nenahbo, D.D.S., Beloit, Wisconsin 


3. The preparation may be protected between appointments by 
covering it with self-curing acrylic applied with a brush. 


READERS are Urged to Collect $10.00 
For every practical clinical or laboratory suggestion that 
is usable, DENTAL Dicest will pay $10.00 on publica- 
tion. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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CLOTHING 


SUGGESTIONS .. . 


Removal of Wax Drippings from Clothing 
Harold Miller, D.D.S., New York 


4. Place a piece of plain white paper over the wax dripping on the 
clothing. Rub a hot flat spatula over the paper. The wax will melt 
and be absorbed by the paper. 


Seating a Full Cast Crown 


Edward Bressman, D.D.S., Irvington, New Jersey 


%- To determine if a full cast crown is completely seated, place a 
piece of carding wax the size of the head of a pin on the under 
surface of the occlusal. Seat the crown. If the wax is completely 
flattened the crown is in position. 


Cleaning Burs 


William E. Castle, D.D.S., Lockport, New York 


6. To remove debris from burs place in jar of ammonia water for 30 
minutes. This eliminates scrubbing of the burs with a brush. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 86 tor a convenient form to use. 

Send your ideas to Clinical and Laboratory Sugges- 
tions Editor, DentaL Dicest, 708 Church Street, Evans- 
ton, [llinois. 
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EVERY TIME that a dentist and a patient meet, two 
personalities come together. The blending of the 
two may be smooth and in full rapport. Or the 
meeting of the two may be traumatic to one or both. 

What is this trait of human life that we describe 
as the personality? What does this term that we all 
use so glibly really connote? It may mean that a 
human being reacts to another person by some kind 
of over-all response in which he makes a quick or 
more delayed evaluation. We are inclined to render 
these personality judgments quickly and often with- 
out a full appraisal. 

Some personalities are more generally accepta- 
ble than others. The skill of politicians, clergymen, 
actors, for example, to “get over” to the public is 
their most valuable asset. There are other persons 
who are full of good character but who are either 
unable to project a favorable personality or erect 
barriers that deny their public acceptance. There 
are dentists who are rich in character and skill but 
who have never been able to establish a successful 
practice because of deficiencies in personality. The 
converse is also true: the case of the one favored 
with an acceptable personality and weak in charac- 
ter or skill. 

Most of us have been vaguely entangled when we 
have attempted to give definition to the term per- 
sonality. We are all aware that some such quality. 
exists but we are not too sure what this quality in- 
cludes. Turning to a British psychiatrist we get a 
clearer picture:* 

“For scientific purposes, personality includes all 
the psychological features which make the individ- 
ual the person he is—his attitude to others, his in- 
terests and abilities, the way he deals with everyday 
situations, his consistency or his unpredictability, 
his habitual mood and so on. We think of the per- 
son as having a certain pattern of inner psychologi- 


cal forces which make him present his character- 


1Rees, J. R.: Modern Practice in Psychological Medicine, New York, 
Paul B. Hoeber, Inc., 1949, p. 96. 


80 


istic front to the outer world. This pattern is not 
normally rigid but shows a capacity to adapt to 
changing circumstances. Above all, the term is a 
dynamic one; that is to say, it refers essentially to 
the forces which lead the individual to seek certain 
goals and to the psychological resources he has for 
reaching these. We cannot understand his person- 
ality unless we know what the individual is seeking, 
consciously and unconsciously, and what are his 
abilities and characteristic ways; it is this dynamic 
aspect that is so apt to be lost in the typologies.” 

A static or rigid personality is not equipped to 
adapt to changing circumstances. Adaptation means 
intelligence, not vascillating weakness of character. 
The adaptive personality does not carry a cargo of 
preconceptions around with him. He is prepared to 
evaluate every situation as it arises and act on the 
assumption or evidence that is presented. Often our 
judgments may be based on emotions rather than 
reason. 

There are also fixed values that are reflected in 
habitual moods, methods of expression, overt be- 
havior, attitudes. These values are probably built 
on familial patterns, environment forces, and also 
on biochemical and nervous structures and fune- 
tions. The personality, therefore, is a complex of 
what we were born with, what we absorbed from our 
surroundings, how our endocrine glands and our 
nervous systems operate. 

There are certain rough landmarks that distin- 
guish a personality along a trajectory of time; a 
certain constancy of pattern throughout life. For- 
tunately the power of will and the opportunity of 
choice give man the ability to change his person- 
ality by effort and design. Each of us has the chance 
to improve his own inner psychologic forces and 
also those facades that we show to the world. 

The dentist who deals so intimately with people 
under conditions of some psychologic stress should 
equip himself to know more and more about the well 


springs of the human personality. 


DENTAL DIGEST 





Co-Pyronil 


... reduces the incidence and intensity of pain, 
markedly shortens healing time, almost com- 
pletely eliminates tissue slough, and substan- 
tially lessens swelling, exudate, and trismus. 
Healing by first intention occurs more fre- 
quently, and postanesthetic complications are 
greatly diminished. 





Each pulvule (capsule) provides: 


‘Pyronil’ (Pyrrobutamine, Lilly) 15 mg. 
‘Histadyl’ (Thenylpyramine, Lilly) 25 mg. 
‘Clopane Hydrochloride’ 12.5 mg. 
(Cyclopentamine Hydrochloride, Lilly) 


a é Dosage: 1 pulvule every four hours, beginning at least 
> of : 1 hour preoperatively and continuing for twenty- 
| four hours postoperatively. Thereafter, 1 pul- 
vule every six or eight hours as long as indicated. 
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Nerve Block in Pain 
X From Cancer 

Nerve blocks are of value in con- 
trolling the intractable pain caused 
by neoplastic disease. In the initial 
mild pain of cancer (1) narcotic an- 
algesics, (2) cobra venom, and (3) 
intravenous administration of alco- 
hol and nonnarcotic analgesics, par- 
ticularly acetylsalicylic acid, when 
combined with hypnotics are valua- 
ble. Later, when pain becomes per- 
sistent, the use of narcotic analgesics 
is again helpful. 

Unfortunately, the effectiveness and 
ease of administration of narcotic an- 
algesics are conducive to improper 
use. The practice to “snow the pa- 
tient under because the end is inevi- 
table” denotes lack of understanding. 

It is difficult to estimate the length 
of life. The following conditions may, 
therefore, develop: (1) premature ad- 
diction with stupefaction, (2) res- 
piratory depression, (3) headache, 
(4) anoxia, (5) nausea, (6) vomit- 
ing, and (7) cachexia. The patient 
may not obtain adequate relief in the 
late stages of cancer when comfort is 
so essential. This is due to the devel- 
vpment of a tolerance. 

If the patient is in good physical 
condition, neurosurgical operation 
inay be employed to insure prolonged 
relief. (1) Rhizotomy, (2) sympa- 
thectomy, (3) spinothalamic chor- 
dotomy in the upper spinal cord or 
brain stem, and (4) prefrontal lobot- 
omy relieve intractable pain effective- 
ly. These operations impose mental, 
physical, and financial burdens and 
may cause serious complications. Oc- 
casionally they result in failure. 

Nerve blocks are primarily indi- 
cated for patients who are unsuited or 
unwilling to undergo surgical pro- 
cedures. For pain of the face, mouth, 
tongue, throat and neck, injections of 
alcohol into the trigeminal nerve or 
its branches, the glossopharyngeal 
and vagus nerves and/or the upper 
cervical spinal nerves are usually ef- 
fective. Pain below the neck can be 
controlled for weeks or months with 
subarachnoid alcohol block, paraver- 
tebral block or injections into the 


peripheral or _ intercostal nerves. 
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Since the sympathetic nervoussystem is 
often involved in the pain mechanism, 
sympathetic nerve biock may be neces- 
sary to control pain completely. Over 
50 per cent of patients obtain complete 
relief. Minor complications occur in 
about 20 per cent. These include: (1) 
corneal ulcers, (2) unilateral mastica- 
tory weakness, (3) weakness or paral- 
ysis of extremities, (4) bladder or 
rectal dysfunction, (5) alcoholic neu- 
ritis or (6) orthostatic hypotension. 

Bonica, J. J.: Management of Pain 
of Malignant Disease with Nerve 
Blocks, Anesthesiology 15:280-301 
(May) 1954. 


Hemangiomas 


Surgery is generally necessary to 
destroy hemangiomas. Occasionally 
conservative treatments reduce the le- 
sion and thereby simplify the opera- 
tive procedure. 

The capillary hemangioma is most 
frequently found about the face and 
neck. It is superficial and consists of 
dilated capillaries. When the lesion is 
not extensive, the skin color varies 


from pale bluish red to dark purple. 


The skin texture is normal. Generally, 
the use of cosmetics to conceal these 
lesions is more satisfactory than sur- 
gery, radiation, destruction by carbon 
dioxide snow or tattooing. 

Usually surgery is advantageous 
for isolated lesions on the side of the 
face or neck. The loose skin edges can 
be approximated after excision of the 
tumor without distorting facial con. 
tour. Lesions involving a large area 
on the lower sides of the face may 
also be excised, since a broad skin 
flap can be shifted from the side of 
the neck or from the postauricular re- 
gion for repair. Operation is often 
satisfactory for elderly patients when 
the loose normal skin is used to re- 
place the entire or greater part of the 
capillary hemangioma. 

Surgery is performed for venous or 
strawberry marks. These are elevated 
and sharply outlined from the sur- 
rounding tissue. The skin over the le- 
sion is thin and dark bluish red. The 
tumor is readily compressible and 
bleeds easily when traumatized. 

Surgery is employed for adult pa- 
tients with strawberry marks. Repair 
is obtained by pedicled flaps from 
surrounding healthy skin or by skin 
grafts. Radiation therapy should be 
used for children, but surgery is also 
necessary later to correct the resulting 
surface deformity. 

Nearly all cavernous hemangiomas 
are formed by large irregular blood 
spaces that are connected. When the 
tumor is localized, as around the lips, 
the area is elevated and skin or mu- 
cosa is blue and readily compressible. 
If the mass is diffuse and deep seated, 
color changes are less evident. Some- 
times a definite pulsation suggestive 
of arteriovenous aneurysm is felt and 
the skin has a pinkish hue. 

Localized cavernous hemangiomas, 
especially among adults are best 
treated by surgery. For diffuse le 
sions, roentgen ray therapy, a scleros- 
ing solution or electrocoagulation re- 
duces the growths and simplifies fu- 
ture surgery. Occasionally the opera- 
tive procedure is precluded. 

The greatest danger with surgery 
for hemangioma is hemorrhage. It 
can be controlled by ligation of af- 
ferent and efferent vessels or by tying 
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Whe review of chlorophyll therapy 





A recently published appraisal,* covering twenty-five years’ experience 
in the medical field, strongly confirms the value of topical chlorophyll 
therapy. Dental practitioners will be interested to note that clinical opin- 
ion is in agreement on these points: 


@ ‘Chlorophyll’ [CHLoREsIUM]...promotes the growth 
of healthy granulation tissue.” 


@ “Normal repair and epithelization proceed more 


rapidly under ‘chlorophyll’ [CHLOREsIuM] treatment... 
than with other agents.” 


@ *...pain and local irritation...are usually relieved 
promptly...” 


@ “...deodorization of foul-smelling lesions hs 
by ‘chlorophyll’ [CHLorEstum] therapy has been 
an almost universal experience.” 


provides all the benefits of therapeutic chlorophyll 


@lalrelmer li ule ntl 


tooth paste 





promoted exclusively to the dental profession 


CHLOREsIUM Tooth Paste, containing the same refined chlorophyll 
derivatives as CHLORESIUM medical Ointment and Solution, helps relieve 
the local symptoms of minor gum disorders... helps keep gums healthy 
between office visits. You can confidently suggest CHLOREsIUM Tooth Paste 
to your patients as a daily adjunct to your professional treatment. 


Samples and literature available upon request. 


“Smith, L. W.: The Present Status of Topical Chlorophyll Therapy, 
New York J. Med. 55:2041 (July 15) 1955. 


As tan) company. Mount Vernon, New York 
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off or occluding the main arteries to 
the tumor. Electrocoagulation is also 
valuable but should be used with cau- 
tion. 

Kazanjian, Varaztad H., and Roo- 
penian, Aram: Clinical Experience in 


the Treatment of Hemangiomata, 
Plast. Reconstruct. Surg. 13:325-340 
(June) 1954. 


Abnormal Weight 
and Pregnancy 





Both underweight and obesity at con- 
ception can be considered as obstetri- 
cal hazards. For the underweight, the 
problem is prematurity. For the obese, 
the problem is prolonged labor and 
inertia. 

These risks of pregnancy arise from 
interrelated dysfunctions of metabol- 
ism and physiology. Instead of rely- 
ing upon emergency, symptomatic 
measures after the event, early correc- 
tion of the patient’s nutritional status 
should be undertaken. 

Among the underweight, predilec- 
tion to prematurity is increased if the 
patient loses weight or fails to gain 
at the average rate. Remedial meas- 
ures such as vitamin supplements and 
added dietary protein should be in- 
stituted early because the pattern for 
spontaneous premature labor is un- 
likely to be altered after the second 
trimester. At least three times the 
daily dietary allowance for nonpreg- 
nancy is recommended to meet the 
needs of gestation. 

A low initial hemoglobin is associ- 
ated with an increased probability of 
premature labor. The baby is especial- 
ly likely to be premature if a patient 
is both underweight and anemic at 
the start of pregnancy. 

Babies of underweight mothers are 
lighter and shorter than infants of 
women of standard weights. A satis- 
factory rate gain during pregnancy 
decreases the likelihood of prematur- 
ity but may not increase the size of 
the baby. Underweight patients tend 
to add more weight to body tissue 
mass during pregnancy than patients 
of standard weights, apparently at the 
expense of the fetus. 

Overweight patients often deliver 
later than the expected due date. They 
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These S.S. White products go ha 


S.S. White Casting Golds 


NO. 900 Type A, Soft inlays, 
Coin Gold Color 


Ideal for inlays subject to moderate occlusal 


stress. Easily burnished. 





A} 





NO. 820 type B, Medium Hard inlays, 
Light Coin Gold Color 


Strong, yet burnishable. For m.o.d. and ordi- 
nary inlays, %4 crowns, pontics and posterior 


abutments. 





NO. 133 Type C, Hard Inlays, etc., 
Dark Coin Gold Color 


For hard inlays, thin 34 crowns, incisal angles 
over facings, slice preparations, pontics and 


anterior bridge abutments. 





NO. 3 Extra Hard, Coin Gold Color 


For all types of bars, partial dentures, 34 
crowns with thin walls, m.o.d., inlays, cast cusps 


and abutments. 





Get the highest current value for your gold scrap. Send it to us through your deal W 
You can take the allowance in cash, credit or merchandise. No guesswork. Accu@ sure. 
estimation assured by careful checking and double checking. 


THE S.S. WHITE BDBENTAL MFG. 
Philadeiphia 5, ! 


5, On 











have longer and heavier babies than 
women of normal weights. The greater 
birth weight is due to the length of 
the infant rather than to an increase 
in mass of soft tissue relative to skele- 


tal size. 

The following benefits are evident 
among obese patients receiving poly- 
vitamin supplements and a protein 
concentrate: (1) More women deliver 
within one week of the expected due 





date. (2) The average crown-sole 
length of the baby is increased. (3) 
The infants are better developed as 
shown by relation of birth weight to 
length and chest circumference. 





Tomkins, Winslow T., and Wiehl, 
Dorothy G.: Nutrition and Nutritional 


Deficiencies as Related to the Prema- 


ture, Pediat. Clin. North America 
687-708, 1954. 
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Air Conditioning 


Air conditioning is becoming ex- 
tremely popular in the dental office to- 
day. The efficacy of air conditioning 
depends on (1) control of tempera- 
ture, (2) relative humidity, (3) air 


FEBRUARY 1956 


movement, and (4) radiation or sur- 
rounding structures. 

A wet-bulb thermometer should be 
used in the control of indoor temper- 
ature. The loss of heat from the hu- 
man body depends largely on the 
water content of the surrounding air. 
Dry-bulb readings may be used to 
determine contrasting degrees of 
warmth at different room levels. 

The first indicators of unsatisfac- 


tory atmospheric conditions are the 
ears, nose and throat. Poorly con- 
trolled temperatures may cause stuffy 
and congested noses and numb feet 
in patients with vasomotor disturb- 
ances. 

The body is well adapted to com- 
pensate for wide variations in humid- 
ity. A low relative humidity, however, 
may predispose to respiratory diseases 
and nervous disorders. Humidity lev- 
els between 45 and 50 per cent are 
considered best. 

Patients with vasomotor rhinitis 
usually prefer a relative humidity of 
about 55 per cent and a dry-bulb tem- 
perature of 70 to 72 degrees Fahren- 
heit. Persons with frontal sinusitis re- 
quire a more humid environment dur- 
ing acute attacks and a dryer atmos- 
phere during remissions. 

Humidity rates of 15 per cent or 
even less are common in dwellings 
during midwinter. They cause dryness 
of the nasal mucosa. Well-regulated 
air conditioning during this period 
should lower the incidence of respira- 
tory disease.. 

Sudden changes experienced in 
leaving an air-conditioned building 
and entering a warm atmosphere im- 
pose a strain on the heat regulating 
mechanism of the body. Air condi- 
tioning shock can increase the inci- 
dence of upper respiratory infection 
in hay fever patients. Gradual ad- 
justment may be provided by main- 
taining building hallways and lobbies 
at intermediate temperatures. 

Air motion should be adjusted to 
prevailing temperature with more 
movement in the summer to provide 
the greatest degree of comfort. How- 
ever, drafts should be avoided by per- 
sons subject to ear, nose, and throat 
conditions. 

Air-borne infection is probably an 
important factor in respiratory dis- 
ease. Therefore, air conditioning can 
influence the incidence of upper res- 
piratory infections by either increas- 
ing or decreasing the bacterial flora 
of inspired air. The bacterial count 
is much higher when the air is re- 
circulated. Employment of an electro- 
static precipitator and cellulose filter 
virtually eliminates dust and _ air- 
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CLINICAL AND LABORATORY 
SUGGESTIONS 


(See pages 78 and 79) 


Form to be Used by Contributors 
To: Clinical and Laboratory Sug- 
gestions Editor 


DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 


From: 











Subject: 








Explanation of Procedure: 


Sketch: 


Suggestions submitted cannot be 
acknowledged or returned. 


$10 will be paid on publication for 


each suggestion that is used. 








borne bacteria and is preferred to 
ultraviolet radiation. 

Contaminated dust and clothing are 
among the most common sources of 
pathogenic organisms. Buildings with 
large window areas allow enough sun- 
light to keep the bacterial count low. 
With the present trend in building de- 
sign toward walls with no windows, 
the burden of controlling bacterial 
flora will fall to a greater extent upon 
air conditioning, increasing the im- 
portance of technologic improvements. 





Kinkade, Joseph M: Reevaluation 


of Air-Conditioning from the Point of 


View of Otorhinolaryngology, Ar- 
chives Otolaryng. 60:15 (July) 1954. 


: | The Hypometabolic 
; State 


Probably the hypometabolic state is 
more common than is generally real- 
ized. The entity is frequently over- 
looked however. The condition may 
coexist with other diseases and, if un- 
recognized and untreated, will prevent 
a complete recovery of the patient. 
Such a diagnosis should be considered 
in chronically ill patients who may be 
considered hypochrondriacs or psy- 
choneurotics. The recognition is par- 
ticularly important in geriatric pa- 
tients since the incidence is highest in 
the fourth and fifth decades. | 

In the hypometabolic patient the 
basal metabolic rate is usually in the 
extreme lower range of normal. This 
may not be of diagnostic value, how- 
ever. The most important single symp- 
tom is severe morning fatigue with 
increased alertness in the evening. 
Associated symptoms include (1) cold 
intolerance, (2) brittle nails, (3) dry 
skin, (4) lack of perspiration, and 
(5) menstrual difficulties. 

After arising in the morning, the 
buccal temperature is lower than nor- 
mal. The resting pulse is slow. Blood 
cholesterol levels, body weights, and 
blood pressures are variable and con- 
sequently are of little diagnostic help. 

Desiccated thyroid is given in daily 
doses of 2 to 8 grains daily depending 
on the apparent thyroid deficiency. 
The severity of symptoms rather than 
the basal metabolic rate determines 





the amount of thyroid administered, 
If the symptoms are relatively slizht, 
the initial dose is usually 1 grain; 
with moderately severe symptoms, | 
grain is given after breakfast and 
lunch; with severe symptoms, 2 grains 
are given after breakfast and 1 grain 
after lunch. When medication is given 
only after breakfast and lunch, un. 
toward symptoms are less likely to 
occur. 

Since the full effect of thyroid ex. 
tract is not apparent for ten days to 
two weeks after therapy is begun, the 
initial dose is not increased or de- 
creased until after that period. Pa- 
tients experiencing noticeable relief 
of symptoms within three or four 


_ days of treatment are probably not 


hypometabolic. 





Watson, B. A.: The Hypometabolic 
State: A Clinical Entity, New York J. 
Med. 54::2045-2049 (August) 1954. 
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Learn why thousands of dentists 
now use this soft, flexible rubber 
polisher. Cleans or polishes rapid- 
ly and efficiently, yet is so gentle, 
patients feel safe and comfortable. 
Spreads in use reaching under the 
free margin of the gums and most 
of the proximal surfaces. 





Write today for free sample. 


Young Dental Mfg. Co. 
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Dentistry on 

the Front Page 

What does it do for satisfactory pub- 
lic relations to read on the front page 
of a metropolitan Sunday newspaper: 
“Dentist Hits ‘Profit Only’ Idea at 
Meet. S. F. Convention Opening told 
Profession Lacks Idealism. Is Dentis- 
try Really a Profession?” These are 
among the words the San Francisco 
Examiner used to report a meeting of 
the American College of Dentists. 

It is commendable for any dental 
sroup to do a job of self-examination 
and soul searching. When one exam- 
ines his conscience it should be done 
without news releases handed to the 
press. Reporters should be barred on 
such intimate occasions. 

The public reading this newspaper 
story must think that dentists are 
lacking in ideals, that they are more 
money hungry than other professions, 
that they are inferior to others. 

If you do not believe that these are 
logical deductions, read how one 
speaker at this meeting discussed the 
difference between medical and den- 
tal students: 

“Young men entering medical 
school are clearly influenced by the 
exalted status which has so long been 
accorded to the medical profession. 

“Their responses indicate an indif- 
ference to the arduous hours, and 
while statistics show the average med- 
ical income to be above that for the 
dentist, medical students evince less 
interest in prospects for financial suc- 
cess than do those entering dentistry. 

“Dental students, on the other hand, 
are clearly interested in the prospects 
of well-defined office hours and of 
working independently . . . 

“Our comparison shows that medi- 
cal students are the somewhat more 
idealistic lot. But, because we have a 
somewhat larger view of dentistry 


FEBRUARY 1956 


than merely a field in which one can 
make a good living without incon- 
venience, we ought to study ways and 
means of giving this larger view to 
the general public and particularly to 
the age groups from which we draw 
our dentists of the future.” 

Perhaps dental students express 
more interest in financial success than 
do medical students. If they do the 
poor souls are in for disappointment 
in later life, because physicians actu- 
ally earn on the average, several thou- 
sand dollars a year more than do den- 
tists. There is less quackery, less fee 


splitting, less ghost surgery in dentis- 
try than in medicine. 

Another speaker before this meet- 
ing of the American College of Den- 
tists used the old refrain when he 
said: “It would take perhaps three 
times the dentists now in active prac- 
tice to take proper care of the Nation’s 
teeth, yet many members of the pro- 
fession fail to extend their usefulness 
by hiring auxiliary personnel.” 

I have observed that this oft-repeat- 
ed remark about the alleged shortage 
of dentists is usually made by a den- 
tal educator or somebody in the upper 
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Fractured teeth are common and serious occurrences. Rough games, drinking foun- 
tain accidents, and minor auto collisions are just a few of the causes. When such an 
emergency happens the dentist must treat the tooth rapidly and effectively to save the tooth. 

Rocky Mountain’s new permanent Anterior Crowns provide a more positive method 
of caring for such emergencies. They are readily adapted and the dentist can rely on their 
standing up indefinitely. As a matter of fact, the patient can chew on them only a few hours 
after treatment and they will withstand rough abuse thereafter. 
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Other Uses: 


<@= OPEN FACE CROWNS: Later, if the patient wants a more aesthetic result, it 
is a simple matter to make an open face crown by removing the labial. 


of correcting locked anteriors. 
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<= JUMPING CROSS BITES: They are also proving very effective as a means 


NEW EMERGENCY KIT with 2 SMALLER SIZES IN CROWNS—79 and 80— 
AND ONE SIZE LARGER — 86 . . . ° . . . . . 


Price $6.40 


If you wish a small Emergency Kit assortment of these crowns (only $6.40), contact 
your dealer. If you wish additional information, just mail the completed coupon. 
We will be happy to send you a technical brochure. 


My Dealer Is 





ROCKY MOUNTAIN METAL PRODUCTS CO. 


BOX 1887, DENVER 1, COLORADO 
Please send [] booklet; [] New Emergency Kit 
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financial echelon of dental practice. 
It is never heard from the dentist in 
the small town, the one on the street 
corner in the large city, the average 
dentist in practice—or from the pub- 
lic who never complain that they can- 
not receive dental care. The potential 
demand for dental care is different 
from the actual demand. There is 
never enough emphasis given to that 
difference. 

So far as auxiliary personne! are 
concerned, the fact is that many den- 
tists do not have a sufficiently large 
practice to afford to hire a hygienist 
or a laboratory technician. It is not 
a matter of indifference or lack of 
professional spirit. It is an affair of 
economics. 

Another speaker before the meeting 
is reported by the newspaper to have 
said: “that the record fails to prove 
that dentistry is ‘meeting the preven- 
tive requirements which earmark it as 
a true profession. ” If that is the case, 
medicine is in a worse situation and 
fails to make the earmarks of a true 
profession because the three most 
devastating diseases — heart, cancer, 
mental—are not now being conquered 
by any prevention program formu- 
lated by physicians or anybody else. 
Nor are lawyers altogether successful 
in prevention. Crimes of violence, sex 
attacks, bank robberies are still with 
us. Nor are the clergy notably success- 
ful in preventing sin. No one has said 
that the physician, the lawyer, the 
clergyman has failed as a true pro- 
fessional man because disease, crime, 
and sin are still with us. 

Another note struck in this sympo- 
sium of criticism of the dental pro- 
fession was stated in the newspaper 
story: “Is dentistry really a profes- 
sion? Can it make the shift from me- 
chanical care of mouth diseases and 
tooth filling or replacement to the sort 
of research and preventive medicine 
which is the real ‘earmark of a pro- 
fession?’” 

No one will deny that research is 
commendable and of fundamental im- 
portance. It will be a happy time 
when research leads to the day when 
people have no tooth decay, no pyor- 
rhea, and are free from malocclusions. 
It will be even happier when the 
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The pronounced effectiveness of CREST toothpaste in reducing dental 
caries has been demonstrated in the largest, most comprehensive clinical 
program ever conducted for any toothpaste. 
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The unique anti-caries ingredient in CREST toothpaste is Fluoristan, 
a special fluoride compound. Fluoristan is the only fluoride compound known 
to be capable of bringing active, effective fluoride in contact with teeth 
through the medium of a toothpaste. This exclusive compound contains 
stannous fluoride, which is imparted to teeth during routine brushing. It 
combines with and strengthens tooth enamel, and has been shown to 
fortify it against decay acids. 


CREST is the only toothpaste to present clinical evidence of significant 
decay reduction among children and adults after a full year of unsupervised 
home use. Therefore, CREST is recommended to you ‘as by far the most 
promising of all dentifrices, worthy of a place in your caries prevention 
program. : 


Ch 
Why we put Flueristan in CREST, instead of just adding “flug — 


Dental scientists at Indiana University began their search for a new 
fluoride compound when clinical studies revealed that sodium fluoride was 
ineffective in a toothpaste.‘ Hundreds of potential anti-caries agents were 
tested. Stannous fluoride was found to be greatly superior to sodium 
fluoride, and all other agents, *’ *for purposes of a toothpaste. 


Conventional toothpaste ingredients inactivate fluoride. But with 
the aid of Procter & Gamble researchers, the scientists found a way to 
combine stannous fluoride with a new ingredient that maintains the activity 
and effectiveness of stannous fluoride in CREST. Result: Fluoristan. 


BIBLIOGRAPHY ‘ 
1. Bibby, B. G.: A Test of the Effect of Fluoride-Containing Dentifrices on Dental Caries. J. Dent. Res. 24:297-303 (1945). 

Muhler, J. C., Boyd, T M., and Van Huysen, G.: Effect of Fluorides and Other Compounds on the Solubility of Enamel, 

Dentin and Tricalcium Phosphate in Dilute Acids. J. Dent. Res. 29:182 (1950). 
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frices Containing Stannous Fluoride and Sodium Fluoride. J.A.D.A. 51:556 (1955). 

Muhler, J. C.: The Effectof a Stannous Fluoride Dental Cariesin Adults. Presented to the American 

Association of Public Health Dentists, November 7, 1954 (Accepted for publication by J. Dent. Res.). 
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death-dealing diseases, crime, and sin and self-understanding. No one would 
are banished from the earth. Until ask an enlightened dental group to 
the fruits of research are harvested, spend an entire session in self-praise 
there is nothing ignoble about the me- and eulogy. The American College of 
chanical care of mouth diseases and Dentists should be applauded for 
the replacement of teeth lost by dis- carrying on candid discussions on im- 
ease. The skills and handiwork of portant subjects. 
dentists should be ennobled rather My annoyance and that expressed 
than condemned. by dozens of other dentists at San 
The spirit of self-examination and Francisco is based on the manage- 
self-probing is among the most re- ment of the meeting of the American 
freshing experiences of civilized man. College of Dentists where either 
To look at oneself critically and ob- press releases were prepared or re- 
jectively is one way to develop insight porters were admitted. Newsmen are 
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"A CLINICAL RECORD UNEQUALLED BY ANY OTHER TOOTHPASTE 


Over 5,500 children and adults are included in nine independent clinical 
studies of CREST. All studies are conducted according to procedures 
suggested by leading dental scientists—no altempt is made to supervise 
or control the oral hygiene routines normally practiced by the subjects. 


3% CARIES REDUCTION IN CHILDREN 4 42% CARIES REDUCTION IN ADULTS *® 
mmary of results published in the Feb., 1955 
ye of THE JOURNAL of the AMERICAN 
‘NTAL ASSOCIATION. 


Summary of results presented in Dec., 1954 to 
the Dental Section of the AMERICAN ASSO- 


CIATION for the ADVANCEMENT OF SCIENCE. 
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Clinical study no. 1—423 children, aged 6-16 
This study, conducted by the Indiana University School of Dentistry, 
shows significant caries reduction after one year. Summary of results is 
at left above. 


Clinical study no. 2—750 grade school children 
Compares CREST with a sodium fluoride dentifrice plus : a control. After 
one year! results among CREST users confirm Study No. 1.5 The sodium 
fluoride dentifrice was not effective in reducing caries significantly, con- 
firming other independent studies. : 


Clinical study no, 3—322 adults, aged 18-36 
This test shows that the effectiveness of CREST is not restricted to children. 
Results appear at right above. 


Six additional independent clinical studies are now in progress among 
over 4,000 new subjects. Summaries of the results of these studies will be 
made available to you soon after they are reported. 
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looking for a story. Anything that is 
spectacular, critical, condemnatory is 
more likely to be blown into”a story 
than is some laudatory undertaking 
of the dental profession. 

The American College of Dentists 
has been criticized by other dentists 
who were placed in bad light by the 
publicity that gave the meeting im- 
proper emphasis. The American Col- 
lege will probably say that the meet- 
ing was inaccurately reported. That 
may be. The spirit of the meeting may 
have been distorted but there would 


have been no such unfavorable pub- 
licity if somebody had not allowed it 
that way. 





We Can't Pay You, 
Wea e 


NO DENTAL AUTHOR can ever be paid 
for a valuable technical or scientific 
article. The value of such material is 
above a monetary basis. In the prep- 
aration of a technical article, how- 
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ever, an author often spends money 
for drawings, photographs, models, 
or graphs. We should like to help 
defray some of these expenses. 

Until further notice, DENTAL DtI- 
cesT will allow $25.00 toward the 
cost of the illustrations provided by 
the author of every article accepted. 
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oe rene of Tooth Decay 
Pyorrhea T reated or Neg- 


ected 

whet Does An X-Ray Show? 
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The Requirements of a Cor- 

rect Restoration 

. Insulation 

. How Irregularities of the 

Teeth Affect the Face 

_ How the Loss of Teeth Af- 

fects the Face | 
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The Action of Local Anes- 
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. The Circulation of the Blood 
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Plasma Cell of 
Myeloma of the 
Mandible 


George D. Davis, M.D., and Fred Z. 
Havens, M.D., Rochester, Minnesota 


















Report of a Case 
A woman 56 years old complained of 
a painless swelling of the right jaw 
that had been present for 10 months. 
In that time it had remained essen- 
tially unchanged. A dentist had ob- 
served a mandibular lesion in a den- 
lal roentgenogram. made prior to an- 
ticipated extractions of teeth and had 
suggested further investigation to the 
patient. 

Examination — A firm, discrete 
mass fixed to the right mandible was 
disclosed on examination. Roentgeno- 
grams demonstrated a large multiloc- 
ular cyst-like lesion involving and 

































































the body, angle, ramus, and coronoid 
process of the mandible. The first 
molar was involved in the process. 
The lesion as seen in the roentgeno- 
































adamantinoma. 

Microscopic Study—At operation 
the gross appearance of the tumor 
tissue seemed to bear out the roent- 
genographic conclusions, but micro- 
scopic study proved the mass to be a 
plasma cell myeloma. The lesion was 
curetted out cleanly and radium ther- 
apy was instituted. Further examina- 
tion of the skeletal system by roent- 
genograms failed to disclose any other 
evidence of multiple myelomas, and 
Bence Jones protein was not found on 
urinalysis. Protein electrophoresis 
studies as suggested by Lane! were 
hot conducted. 
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Comment 
Cystlike lesions of the mandible oc- 
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(lassified, and have fairly character- 


humerous authors. 
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NEW TECHNIQUE 


IN IMPRESSION TAKING AND CASTING OF 


VENEER AND ALL GOLD CROWNS 


USING 


SEAMLESS—UNIFORMLY THIN AND STRONG 


ANATOMICALLY SHAPED 


CROWN FORMS 


(AUGUST ISSUE OF DENTAL DIGEST) 


FOR COMPLETE INFORMATION, WRITE TO 


Ee ae ee 0 OO 


220 WEST 42nd STREET 


IN .. 
NEW YORK 36,N. Y. 








expanding the posterior portion of 


gram was thought to be typical of 


cur fairly frequently. Most are well 


istic roentgenographic patterns which 
have been adequately described by 


Roentgenographic Appearance not 
Specific—Isolated plasma cell mye- 
loma of the mandible, however, has 
been reported only twice previously.'* 


In the case presented by Lane’ the 
lesion also was cystlike and became 
multilocular. The lesion in the other 
case was not illustrated, but the ro- 
entgenologic appearance was reported 
as being more suggestive of bone 
tumor than of osteomyelitis. Others 
described the usual roentgenographic 
findings in multiple myelomas of the 
mandible, but pointed out that this 
disease may simulate the picture seen 
in adamantinoma. It must be con- 
cluded that the roentgenologic ap- 
pearance of mandibular plasma cell 
myeloma is not specific. 
Manifestation of Multicentric Ori- 
gin may be Delayed—The question of 
whether the lesion in this case is truly 
an example of a solitary myeloma 
cannot be answered with certainty at 
this time, if the diagnostic criteria of 
several authors who have studied this 
problem are used. A single survey of 
the skeletal system is not sufficient to 
exclude multiple myelomas in cases 
of this type, for the multicentric ori- 
gin of multiple myelomas may not 
manifest itself for several years. 


Summary 
A case of plasma cell myeloma of 
the mandible is presented. The man- 





iLane, 8S. L.: Plasmacytoma of the Mandible, 
Oral Surg. 5:434-442 (Apr.) 1952. 
2Christopherson, W. M., and Miller, A, J.: 


A Re-evaluation of Solitary Plasma-cell Myeloma 
of Bone, Cancer 3:240-252 (Mar.) 1950. 


dible is a rare location for this dis- 
ease. The lesion in this case may be 
solitary, with a favorable prognosis, 
but only the passage of time can defi- 
nitely establish such an outcome. The 
nonspecific roentgenologic appear- 
ance of the lesion in this case is de- 
scribed. 

Adapted from Proceedings of the 
Staff Meetings of the Mayo Clinie 
29 :569-571 (Oct. 27) 1954. 
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Patients will thank you 





Dial their way 


For showing them how to 
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CALORIES 
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VALUES _ [30330] vitamin A 


15 | THIAMINE (Vit. By) 
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With diet the popular subject of newspaper col- 
umns, magazine articles, lectures, and books, the 
average layman is rapidly becoming nutrition-con- 
scious. Unfortunately, he is also becoming nutrition- 
confused. 

You can help the patient who is groping for food- 
facts (as well as the one whose dental or general 
health indicates a definite dietary deficiency) by 
recommending the simple and accurate DIAL-DIARY 
method of checking food intake in terms of nutri- 
tional needs. 

The D1at oF NuTRITION is an 11” movable disk, 


‘printed on both sides and mounted between two in- 


dicator panels so that 10 important nutritional com- 
ponents (and the caloric values) of 200 common 
American foods may be easily read. We have repro- 
duced above, in full size, one of the two indicators 
you will find on each chart. You have only to select 
the food, point the arrow, and read the nutritive val- 
ues which appear in the indicator slot. 


Oe SS ellen, CR ein: 
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The Diet Diary is a convenient folder in which 
each item of food eaten at, or between, meals is re- 
corded for the period of one week. The nutritional 
components of each food are determined by consult- 
ing the D1AL, and then entered in the proper spaces 
on the Diary page. At the end of the day, or the end 
of the week, totals are checked against recommended 
dietary allowances. (All figures on the Diary and 
the D1AL are those determined by the U. S. Depart- 
ment of Agriculture and the National Research 
Council. ) 





Gaining proper nutritional balance by correcting 
obvious nutritional deficiencies is then merely a mat- 
ter of intelligent selection of food—and, again, the 
Dra OF NuTRITION is a dependable and convenient 
guide. Three Diet DIARIEs are sent with each DIAL 
oF NUTRITION. 

Order a copy for your own use or enough copies 
for your practice. We shall be glad to quote discounts 
on quantities of 10 or more ordered at one time. 








DENTAL DIGEST, 1005 Liberty Ave., Pittsburgh 22, Pa. 
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Please send me copies of the 11” DIAL OF 
NUTRITION with 100 foods (and reading dial) on 
each side. I enclose $_______- ($3.00 for each copy). In- 
clude (free of charge) 3 DIARIES with each DIAL. 





DD-2-56 
Dr. 


Address | _ 
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In your ORAL HYGIENE this month 





HOW 
the Family De 


Is Seleeted 


YOUNG mothers want a family den- 
tist—one who will treat every mem- 
ber of the family group (preferably 
at one long appointment) and who 
will consider the dental health of the 
whole family his special responsibil- 
ity. They will pay for this service not 
only in money but in loyalty, says 
Mrs. A. D. Burroughs who recently 
interviewed a group of sixty young 
mothers. If you would like to include 
in your practice the fast-growing 
young families in your community, 
be sure to read this article explaining 
“How the Family Dentist Is Selected.” 


x ** 


Now that each dentist must decide 
for himself whether or not he will 
subscribe to the Old Age and Sur- 
vivors Insurance plan, it is helpful to 
have accurate dental-income figures 
with which to compare your own. A 
recently retired dentist opens his 
books for your examination as he 
sums up the “Financial Rewards of 
a Lifetime of Dental Practice.” Don’t 
miss reading this very interesting 
article. 


x kk 


An able dental assistant can make 
as valuable a contribution to the suc- 
cess of a dentist and his practice as 
the efficient secretary makes to the 
success of an executive and his busi- 
ness. The fact that relatively few of 
them reach this level of responsibility 
and usefulness may, according to M. 
Travascio, be largely the dentist-em- 
ployer’s own fault. He may not have 
learned how to work with employees. 
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He may not know “How to Treat a 
Dental Assistant.” 


xk 


Doctor Bernard W. Koppel tells of 
a dental patient who stopped treat- 
ments in order to save money to buy 
a stove she had seen pictured in a 
magazine lying in his reception room. 
Rarely do dentists see such clear-cut 
examples of a patient’s willingness to 
pay for material objects at the ex- 
pense of health care. “Why Be Bullied 
by Patients?” is one dentist's protest 
against free dental service for any but 
the truly needy. 


xk kk * 
Doctor A. G. Gordon of Philadel- 


phia goes to market two days a week 
—not to buy fruits and vegetables 
but to take care of the dental needs 
of the people who are buying and 
selling. To his second office. in the 
midst of busy Quakertown Farmers 
Market, come men, women, and chil- 
dren who would find it difficult to visit 
a dentist in any other section of the 
city or on any other day of the week, 
but who find it easy to drop in to see 
Doctor Gordon when they come to 
market. Charles P. Fitz-Patrick writes 


the story. 
x *k * 


“Not infrequently, bad debts which 
are written off represent as much as 
five to ten per cent or more of a den- 
tist’s net earnings . . . in the aggregate 
may total more than he is worth at 
the time of his retirement,” says 
Harold J. Ashe, as he tells dentists 
how to “Beat the Dead Beats.” 
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UniversAL DentTAL Co. 
48TH aT Brown Sts., PHILADELPHIA 39, Pa. 





Please send free information on Five 


Phase Anteriors. 





Address 








City 





See page 49 






ANACIN 
THE WHITEHALL PHARMACAL Co, 
22 East 40TH St., New York 13, N.Y. 

















Please send professional samples of 
Anacin. 
ee 
Address 
City 
See page 50 D.D.2 


Z & W, Inc., Dept. D-4 
30240 LAKELAND BLvp., WICKLIFFE, OHIO 


Please send information on the “Reserve 
Midget.” 


Dr. 





a 





City 








See page 5] D.D.2 


THE J. M. Ney Co. 
Hartrorpb, Conn. 


Please send information concerning Ney 


Golds. 


Dr. 





Address . 








City 








See pages 52-3 D.D.2 


LAMBERT PHARMACAL Co. 
Jersey City 6, N.J. 


Please send data on Antizyme tooth paste. 


Dr. 





Address ___.. 





Learn the Parliamentary 





Would YOU be a good PRESIDENT 


of your service club ... your lodge ... or any other 


business or social organization? 


If you are a president you should know parliamentary facts. 


that shows at a glance the 36 most common motions—when they are 
in order, if they need a second, the vote required, if they are debat- 
able, if they may be reconsidered or renewed, if you may interrupt 
a speaker, when you must be recognized by the chairman. 


PAN-L-VIEW is a slide rule in a transparent plastic case that shows 
clearly the Yes and No answers for every regular motion. 


Based on Robert’s Rules of Order Revised 
A MUST FOR ALL CHAIRMEN: A HELP TO ALL MEMBERS 


Approved by professional parliamentarians and teachers of parliamentary law 


Rules the easy way from a slide rule 





PAN-L-VIEW, 708 Church Street, Evanston, Illinois 


[] Send me a PAN-L-VIEW Slide Rule on Parliamentary Procedure in Three- 
Color Vinylite plastic. Size 12x6% inches. 


1 Enclosed is my check for $3.00. 
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Name: Address: 

City: Zone: State: 
—.hUCetéi‘(C;:;”*éCR A ee D.D.2 
E. R. Sguiss & Sons AUSTENAL LABORATORIES, INC. 

745 Firtu Ave., New York, N.Y. 5101 Keever Ave., Cuicaco 32, ILL. 
Please send Pentids information. Please send name of nearest Vitallium 
laboratory. 
Dr. 
Address _..... Bit ice Adliinddnciensniteadiacunsiaaosaes 
City Address 
City 
See page 55 D.D.2 
CoLtumsus DentAt Mee. Co. See page 83 D.D.2 
CoL_uMBus 6, OHIO Rystan Co. 
Please send information concerning | Mount Vernon, N.Y. 
Steele’s New Hue Facings. Please send literature and samples of 
D Chloresium. 
Ege See ee eae a a 
Address Address Saks 
City a a li nel - 
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